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1. . . Executive Summary 

.- Andean Rural Health Care (ARHC)/Consejo de Salud Rural Andino (CSRA) received a 
four-year grant for a child survival and maternal health project which began on October 1, 1997. 
 his is the report of the mid-term evaluation of that project which was conducted in December 
1999. 

, The ARHCICSRA child survival and maternal health project is being camed out in three 
municipalities in the Altiplano Region (high plains) of La Paz Department near Lake Titicaca: 
CarabucolAmbana, Ancoraimes, and Puerto Acosta. The altitude in the project area ranges from 
11,500 to over 15,000 feet above sea level. The estimated total population of the project area is 
43,375, almost exclusively Aymara Indian. The general program strategy is to assist the MOH 
and the respective municipal governments in managing a clinic- and community-based health care 
system. 

The program interventions include immunization, nutrition and micronutrients, control of 
diarrheal disease, pneumonia case management, matemal and newborn care, child spacing, basic 
curative services, and program strengthening. 

Achievements were remarkably high for vaccination coverage, a MOH-priority. 
Vaccination coverage increased in all areas since the project began with rapid increases in Puerto 
Acosta and An~bana where CSRA began working more recently. Children hlly-vaccinated by age 
23 months ranged from a low of 43 percent in Puerto Acosta, compared to a baseline of only 3 
percent, to a high of 94 percent in Carabuco, which had a baseline coverage of 83 percent. 

For nutrition, the project was successfd in its strategy to enroll children early in growth 
monitoring. In all project n~unicipalities, the proportion enrolled in growth monitoring during the 
first month of life increased from 1998 to 1999, approaching or exceeding the 1999 goal in all 
municipalities. Carabuco had the highest proportion of children enrolled early, 87 percent for 
1999, followed by Puerto Acosta with 69 percent, Ancoraimes with 57 percent, and Ambana, 
with 37 percent. The proportion of children under age two whose growth was also monitored 
according to the established norm exceeded the 1999 goal in all communities as did the 
proportion of children 6-1 1 months receiving Vitamin A. An intensive counseling program for 
malnourished children did not fair as well as hoped. This strategy needs to be revisited. 

Based upon data available at mid-term, members of the evaluation team believe that a 
large proportion of mothers seek help when they see signs of dehydration and that there is good 
follow-up of cases of diarrhea with dehydration which are detected. For pneumonia, on the other 
hand, few mothers interviewed knew the danger signs of pneumonia and when to bring their child 
to a health facility. Mother's knowledge of pneumonia and danger signs was definitely not as 
good as their knowledge of diarrhea and dehydration. A review of data from the project 
information system in Ancoraimes indicated that nine children under five years of age had died of 
pneumonia in the area during the last year - the greatest cause of death in children under five in 
the project municipality. 

The proportion of pregnant women who had at least one prenatal visit exceeded the goal 



in three of the four municipalities ranging from 33 percent in Ancoraimes t o  100 percent in 
Carabuw. The proportion of women receiving iron-sulfate was relatively low. Efforts need to be 
strengthened in getting iron-sulfate tablets to pregnant women. Given the government and project 
emphasis on vaccination, two doses of tetanus toxoid (TT2) for pregnant women was above the 
goal in all communities ranging from 25 percent in Puerto Acosta to a high of 66 percent in 
Carabuco for 1999. Vitamin A coverage post-partum was also very high, approaching 100 
percent in many communities. Follow-up of high-risk cases was below that which staff expected 
when planning services. ~ n k r a i m e s  lagged behind with 24 percent follow-up of cases identified 
as high-risk. The proportion of births attended by trained health care workers, ranging from 68 
percent in Carabuco to eight percent in Ambana, had increased in all munidpalities during the last 
year. 

At mid-term, data were available on new acceptors of family planning methods; but the 
contraceptive acceptance rate (CAR) was not known. The highest proportion of women 
accepting natural family planning was reported in Ancoraimes (1 I%), with modern methods 
receiving greatest acceptance in Carabuco (8%). Depo Provera has very recently been introduced 
and is rapidly gaining greater acceptance than other modern methods of family planning. 

Overall constraints which affect all problem interventions include the disperse nature of 
the communities, migration which impedes follow-up, cultural differences between staff and 
community members, difficulties in communications, lack of adequate transport, and frequent 
changes in public policy. 

CSRA has increased the capacity of its own staff as well as that of public sector employees 
who work within the network of health care services in the project area. Training includes human 
resource areas, for example leadership training, as well as training in technical areas. Members of 
the evaluation team felt that staff were well-trained from the auxiliary nurse through the physician 
level, with the possible exception of medical interns for which more intensive training is 
recommended. Although some promoters demonstrated good knowledge of the technical 
interventions and messages, others were not as well trained, especially for pneumonia. Recent 
improvements (checklists) have also been implemented for supervision. The health care 
infrastructure has been strengthened with new equipment installed, transport made available, and 
health care facilities remodeled and expanded. ARHC has supported the improvements in 
infrastructure by sending work teams to the project area. The information system strengthened. 
ARHC is also working to strengthen the Board of Directors. 

CSRA is well on its way in meeting the sustainability indicators, as outlined in the DIP. 
The municipalities now support 26 percent of recurring costs and the support of CSRA- 
implemented health services by the government of Bolivia has been increased to 44 percent. This 
represents a 20 percent increase in municipal support during the last year, a 32 percent increase in 
support of the regional MOH, and a 3 1 percent increase in revenue generated through sales. 



. ... 8 " . . > . ,  . * T h e  . priority recommendations are: 
i i . . 

.: .- ',::. Program staff: 
yi:. 

1.  Immunization coverage is very high in CarabucoIAmbana and Ancoraimes, but the 
: proportion of children fully-covered needs to be increased in Puerto Acosta during the . - - 
- remainder of the project. 

Growth monitoring has been very successful in terms of initiating early contact with health 
care providers and promoting regular contact where malnutrition as well as other 
problems can be addressed. Growth monitoring should be continued during the next two 
years of the project. 

The strategy for improving the nutritional status of malnourished children is not working 
as well in some areas as others and should be revisited, perhaps using focus group studies 
to involve the comn~unities in developing an acceptable strategy or identifying barriers to 
the acceptability of the present strategy. 

The pneumonia case management strategy is weak. Efforts should be increased to train 
volunteers and mothers in how to recognize danger signs and when to bring children to a 
health facility. Communities should be prioritized according to whether there is good 
detection of pneumonia cases and efforts intensified in those communities with poor 
detection or child deaths due to pneumonia. 

Prenatal care and follow-up for pregnant women at-risk needs to be strengthened through 
such means as monthly reviews of the list of registered pregnant women, increased 
information sharing between clinics and the comn~unity-based program, community 
censuses, pregnancy testing at health posts, and comprehensive health education from the 
beginning of pregnancy. Criteria for high-risk should also be reviewed. 

The information system needs to be modified to report contraceptive acceptance rates. 

Health education given to school-aged youth should be expanded. 

Mothers forget messages that are not repeated. More repetition of health messages is 
needed in the communities. 

The project needs to clearly determine its strategy for working with volunteer health 
promoters and develop a consistent policy toward incentives across project areas. 

10. Communication needs to be improved, to the extent possible given the conditions, 
between the La Paz headquarters and the field offices as well as in the field between 
members of the facility-based health teams and the volunteers and communities. 

11. Although program management is strong, especially financial management, written 
manuals shouId be developed for policies and procedures. 



12. The logistics system is relatively weak, compared to other management systems. External 
technical assistance is needed to improve this system. 

. .  . .  
. . 
;'' 13. The census-based information system has produced reliable data. The project should . . .: , 

. ' -continue to conduct censuses in willing communities. 

USAID/BHWPVC: 

14. USAID should assist CSRA in identifying external technical assistance, perhaps through 
centrally-funded projects, in order to improve the logistics system as well as conduct 
special studies. 

Collaborating partners: 

15. The CSRA sustainability strategy is being successfully implemented. The strategy of 
increasing support from the municipalities and the regional MOH should continue while 
beginning to discuss a transferal plan of the project to the government in Carabuco 
Municipality. Discussions should begin early in 2000, as soon as the new municipal 
government is in place, to ensure a smooth transition at the end of the project. 

16. The present strategies for capacity building within the public sector have been very 
successful and should be continued. The planned courses in teamwork should be delivered 
in the field, with appropriate follow-up, to maintain the momentum of these successful 
efforts. 

17. CSRA should continue to explore areas of collaboration with other NGOs, such as PLAN 
International in its sponsored communities and with Intervida's school-based program. 

2. Assessment of Progress towards  Achievement of Program Object ives  

A. Techn ica l  A p p r o a c h  

Participatiom of the evaIua/ion /cant idenf~jied the followi~~g fessoiu leanred with regard 
to the overall technical approach: 

0 Prioritizing and intenslfjing activitiesfor some intenjenfiolts also meanspaying less 
attention to others. 

Solutions to problems should start front the experience acquired by the siafland notfront 
strategies intporfedfrom outside the project. 

(1) Brief Overview 

The ARHCICSRA child survival and maternal health project is being carried out in three 
municipalities in the Altiplano Region (high plains) of La Paz Department near Lake Titicaca: 



Carabuco/Ambana, Ancoraimes, and Puerto Acosta. The altitude in the project area ranges from 
11,500 to over 15,000 feet above sea level. The estimated total population of the project area is 
43,375, almost exclusively Aymara Indian. 

The program interventions include immunization, nutrition and micronutn'ents, control of 
diarrheal disease, pneumonia case management, maternal and newborn care, child spacing, basic 
curative services, a id  program strengthening. 

Data available to measure indicators of progress at mid-tern include clinic service 
and information on home visits. Child health indicators with available data include 

vaccination coverage, growth monitoring, and Vitamin A coverage. Maternal indicators with 
available data include prenatal care, delivery, vaccination, family planning, and verbal autopsies of 
maternal deaths. Many ofthe interventions can only be measured by a knowledge, practice, and 
coverage (KPC) survey that was done at baseline and will be repeated for the final evaluation. 

The general program strategy is to assist the MOH and the respective municipal 
governments in managing a clinic- and community-based health care system. The MOH and 
municipal governments were paying 44 percent of the costs of the project as of February 1999. 

. The field program summary, program goals and objectives, detailed program location, 
Droeram design, partnerships, and health information system from the Detailed Implementation . - - .. 
Plan (DIP) are all inc1uded;n Attachment 1. 

This report details the results of a mid-term evaluation conducted in December 1999. The 
four-year project began on October 1, 1997. The methods used in the evaluation, evaluation team 
members, and list of persons interviewed are included in Attachments 2, 3, and 4. 

(2) Progress by Intervention Area 

The following table displays the project indicators, as proposed in the DIP, for which data 
were available at mid-term, along with measures of progress toward the objective for each 
indicator for 1998 and 1999: 



..,~ 
Child Survlvai and Maternal Health Goals and lndlcators by Year and Municipality , ' :,, . . . . . 

, , ... .> ..,. . ', 1998 and 1999 . . .  . i., < '  . . . , . -. , , ,  

Ancwa~mes Puerto Acosta Carabuco Ambana 

# Indicator Year I Year 2 I Year 1 Year 2 I Year l Year 2 1 I Year I Year 2 

Goal No. % Goal No. X Goal No. % Goal No. % Goal No. ./I Coal No. % Coal No, % Coal No. % 
1 

CHILDREN 
1 Polio, 1st Dosc. 4 Yr. 
2 Polio. 3rd Dose. 4 Yr. 
3 OPT. 1st Doro. 4 Yr. 
4 OPT; 3rd mse. Yr. 
5 BCG. c l  Yr. 
6 Measlos. 12-23 Mos. 
7 FullyCworod. 12-23 Mo 
0 FulyCovorod. 12-15 Mo 
9 Growth Mon.. 0-23 Mos. 

10 Growth Mon.. 1st M a  
11 V.A.l Dose.6-11Mo 
12 V. A. 1 mse. 12-23 Mo 

WOMEN 
1 1st Prenalal Visit 

Births Altendod by 
2 Trained Allendant 

Pregnanl Women Rec'd 
3 90 Tablels ironfSuUate 
4 Vn. A Posl-Natal 
5 ARO wilh Follow-up 
6 Prog. Women. TT2 

Women 1549 Using 
7 Natural Family Planning 

Women 1549 Using 
8 Modern Melhod 

NA-Not Available 
Percenlages over 100 most likely result from inaccuata dala on tho total population in comrnunilies which have not had a census conducted by the projed. 



Relevant indicators will be discussed within the context of the detailed discussion of interventions 
[2.~".(2)(a-~)l. Bar charts comparing the results for each indicator with the objective, by 

location and year, are graphically displayed in Attachment 5. 

' A lesson learned, as identified in a mid-term evaluatio~~ workshop in La Paz, is: 

. Allpersonitel should blow the objecti~~es as well as the utility and importance of all activities 
for achieving the objectives. 

(a) Immunization 

The immunization strategy includes vaccination of children by age one year with Bacilli 
calmette-Guerin (BCG); diphtheria, pertussis, and tetanus vaccine (DPT); anti-polio; and measles 
vaccine and of women of child bearing age with at least two doses of tetanus toxoid (TT). 

For both Ambana and Carabuco in 1999, the information system shows 100 percent 
coverage with the first dose of DPT (DPTI) and for Ancoraimes 90 percent. The lowest 
coverage rate of 84 percent was reported for Puerto Acosta, as seen in the table. (See also 
Attachment 5 for bar charts.) These figures are rather remarkable considering that baseline 
coverage was only 18 percent in Puerto Acosta when CSRA began work there in 1996, and 47 
percent in Ambana, where CSRA began work in 1997. Virtually no dropouts occurred in 
Ambana, Carabuco, or Ancoraimes from DPTI to DPT3. The dropout rate was only 15 percent 
for Puerto Acosta, where the lowest coverage was reported for DPTI. Coverage for anti-polio1 
and 3 was nearly identical to that for DPTl and 3, not surprisingly since these vaccines are given 
according to the same schedule. 

Coverage for BCG in 1999 approached the 100 percent goal in Carabuco and 
Ancoraimes. BCG coverage was 81 percent in Ambana, compared to a baseline of only 39 
percent, as reported in the DIP, and 65 percent at mid-term for Puerto Acosta. (No baseline data 
are available for BCG coverage for Puerto Acosta.) Coverage with measles vaccine was over 90 
percent in all municipalities. 

Children fully-covered by age 23 months ranged from a low of 43 percent in Puerto 
Acosta, compared to a baseline of only 3 percent, to a high of 94 percent in Carabuco, which had 
a baseline coverage of 83 percent. 

In short, vaccination coverage has increased in all areas since the project began with rapid 
increases in Puerto Acosta and Ambana where CSRA has begun working more recently. 
Coverage, nonetheless, needs to be increased in Puerto Acosta during the remainder of the 
project. 

Workshop's were held in each of the municipalities on the technical interventions, including 
immunization. The following strengths and weaknesses were identified at the workshops, along 
with recommendations: 



A major effort was made in the measles 
erradication campaigns. 

Vaccination coverage has increased rapidly, 
especially in new working aieas. 

There is good communication between the 
health team and the communities in some 
areas (e.g. Ambana). 

Promoters are trained to assist in 
vaccination campaigns by talking to the 
mothers about vaccination. 

A census has been taken in more 
communities this year leading to better 
population statistics to be used for 
calculating coverzge rates. 

The health teams work together during 
campaigns. 

There is good follow-up. I "  
TT is better accepted in the schools with 
younger women. 

Some communities reject the concept of 
vaccination and hide their children when the 
vaccination team visits house-to-house. 

DPT and TT are sometimes rejected 
because of side effects. 

There are periodic shortages of vaccination 
supplies and vaccines, especially BCG. 

Some children are vaccinated late. 

Local authorities sometimes do not assist 
during campaigns. 

Migration outside the area and a floating 
population within makes follow-up difficult. 
(In two sectors of Ancoraimes, 18% of 
children could not be located for follow-up 
because they had moved outside the area.) 

The communities are disperse. 

There is insufficient transport for 
vaccination workers. 

Some religious sects obstruct vaccination 
activities. 

Some health workers complain that 
vaccination takes so much time, given the 
emphasis of the MOH in this program, that 
they must neglect other interventions. 



Recommendations 
. . a  . , . . . *, . . 
&ter communication is needed between the health team and the promoter during 
&&ination ,..,.- campaigns in Chuani (Ambana). 
,.., ,%. ... .-  . 

&&liary nurses need to hold monthly meetings with more promoters. 
.a. 

t -  

More promoters need to be trained. 

Project staff should solicit BCG vaccine in single doses and preposition reserve supplies 
according to the population and demand. 

The project should coordinate with district education officials to reduce the resistance to 
TT among students and explain the benefits and side effects to teachers to increase their 
support. 

More cold chain equipment should be made available in the health posts. This will reduce 
the time which auxiliary nurses need to collect vaccines from health centers and hospitals 
thereby increasing the time which can be spent on interventions apart from immunization. 

Staff should continue the TT program in the schools where acceptance is greater. 

Lists of women of child-bearing age should be reviewed to verify coverage with TT, and 
the program should be coordinated with community leaders. 

Lessom learned iitclz~de: 

Prior foforntulatinggoals atid indicatorsfor intnttrnizafiolt, one should establish criteriafor 
inplentenfation andfollow-up. 

It is jntportmt to identi& fhe reasons why some fantilies refise fo  have !heir children 
vaccinated. 

(6) Nutrition and Micronutrients 

The basic CSRA strategies for nutrition and micronutrients include: 

Growth monitoring and counseling every two months for children under two and every 
four months for children 2-5; 

Vitamin A for children 6 months to six years and for postpartum women; 

Iron-folate tablets to pregnant women; and, 

Intensive counseling and feeding during a two-week period for malnourished children (Le., 



?. - the "Hearth" Model referred to in the DIP). 

' The table in Section 2.a.(2) provides data on growth monitoring and Vitamin A provision. 
Part of the growth monitoring strategy is to enroll children early. Indicator # 10 shows the 
number and proportion of children enrolled in growth monitoring during their first month of life. 
In all four project areas, the proportion enrolled during the first month of life increased between 
1998 to 1999. Carabuco had the highest proportion of children enrolled early, 87 percent for 
1999, followed by Puerto Acosta'with 69 percent, Ancoraimes with 57 percent, and Ambana, the 
newest project area, with 37 percent enrolled. 

Children whose growth was monitored every two months from 0-23 months of age ranged 
from 84 percent in Carabuco in 1999 to 34 percent in Puerto Acosta, exceeding the preset goals 
in all municipalities. 

For Vitamin A, the proportion of children 6-1 1 months receiving Vitamin A in 1999, 
according to established nomls, exceeded the preestablished goals for all municipalities. For 
children aged 6-1 1 months, from 56 percent (Puerto Acosta) to 82 percent (Ancoraimes) received 
Vitamin A; and for children 12-23 months, 62 percent received Vitamin A in Puerto Acosta and 
97 percent in Ancoraimes. Nearly all women received Vitamin A postpartum. 

The intensive counselling program for malnourished children did not fair as well as the 
regular growth monitoring and counselling program. Eight mothers with children under two, of 
the 62 identified as malnourished in Carabuco, were given intensive counselling in 1999, seven 
hours a day for a two-week period, along with food which was prepared on-site for the mothers 
and children. Unfortunately, most of the children became ill with a cold during the session. As a 
result, five children did not gain weight, and the others gained very little. Only three children 
were rehabilitated. The positive impact which staff were hoping to demonstrate did not occur. 
Staff tried to organize a second group of mothers, but without generating much interest. Staff 
have also tried to arrange peer counselling between mothers with children growing well and not 
growing well in Carabuco, again without generating interest in the community. 

The manager for Carabuco/Ambana felt that staff try harder to counsel parents in Ambana 
where the counselling strategy has been newly introduced compared to staff in Carabuco who 
have become discouraged in trying to change behavior. Available data, however, do not show 
any greater success for Ambana than Carabuco. Of 98 malnourished children under two identified 
in 1999 in Ambana, nine were given intensive counselling. Only five of these were found to have 
gained at least 250 grams after 15 days; and only one was rehabilitated. 

CSRA needs to revisit the present strategy for dealing with malnourished children, perhaps 
using focus groups to help identify a strategy acceptable to the community. In Ancoraimes, 
CSRA is planning a new micro-credit program to increase agricultural production and income that 
will include nutritional counselling. 

During the evaluation, staff identified in a workshop the following strengths, weaknesses, 
and recommendations for the nutrition program: 



& nutritional status of children has 
mproved in some families with growth 
nonitoring and counselling. 

Mothers are interested in learning how to 
.mprove the nutrition of their children. 

Staff have embraced counselling as a 
2ossible effective strategy. 

Zommunity leaders help with growth 
nonitoring. 

Follow-up is usually good for growth 
nonitoring. 

Vitamin A is well accepted in the 
:ommunities. 

A barrier is that feeding children does not 
have high priority within many families. 

Children are weaned early and given 
inappropriate weaning foods before age 
one. 

There is a lack of an adequate number of 
planned visits to communities to follow-up 
malnourished children every 15 days. 

There is a lack of sufficient transport for 
follow-up. 

Follow-up is not as good for children 1-4 
years of age who have already received all 
their vaccinations. 

Communities are disperse, 
There are good Vitamin A supplies. 

There are manuals, training materials, and 
persons trained in both nutritional 
counselling and nutritional rehabilitation. 

Recommendations 

Continue with nutritional counselling and reinforce its value to all members of the health 
team. 

Involve promoters and local authorities to a greater extent in the nutrition program. 

Demonstrate successes to other projects. 

Integrate nutrition and Vitamin A provision with vaccination activities. 

The auxiliary nurse should work together with promoters to improve Vitamin A coverage 
in order to prevent some cases of respiratory infections and diarrhea. 

A lesson learned is: 
0 Follow-upjor ntahourished children must be assured Contmitnle?~t and dedication of health 

care personnel is needed for good results. 



rehidrafe the child. . 

SMS data (the health information system of the MOW compare the number of cases that 
present at health facilities with a number calculated based upon expected incidence. On the basis 
of SNIS data, staff have concluded that a large proportion of mothers seek help when they see 
signs of dehydration. In Puerto Acosta, for example, 85 percent of mothers are estimated to have 
sought help when their child showed signs of dehydration. These data should be treated with 
caution, as they are calculations based upon MOH formulas and the expected number of cases. 
The validity or reliability of this method has not been demonstrated. Staff feel that there is good 
follow-up of cases of diarrhea with dehydration which are detected. In Ancoraimes, for example, 
health staff followed-up on 57 percent of all cases of diarrhea with dehydration detected. 

A review of health statistics in Ancoraimes during the mid-term evaluation indicated five 
deaths due to diarrhea in the last year for children under five, the second largest cause of death, 
after pneumonia. 

Based largely upon ShJS data and experiences working in the clinics and the communities, 
staff identified the following strengths, weaknesses, and recommendations: 

(c) Control of Diarrheal Disease 

. , : Quantitative data for the indicators being tracked for dianheal.disease, as proposed in th 
DIP, are not yet available. These data will be available after the final KPC survey. In group ' - 

interviews with mothers, however, many knew about dehydration, the danger signs for 
dehvdration, and how to use oral rehydration solution and other home-available fluids to 

. . .. .~ .. ~ .. 

There is good followup for cases of 
diarrhea with dehydration which are 
detected. 

"Seguro Basico" or basic health insurance is 
a strength. 

Few cases of diarrhea are detected in some 
geographic sectors. 

Insufficient personnel are available for 
follow-up. 

The community does not have confidence in 
health care personnel. 

Parents do not understand the seriousness 
of diarrhea. The disease is considered 
common and normal. I Recommendations 

Staff should continue IEC efforts directed toward women of child-bearing age and their 
husbands. 



(d) Pneumonia Case Management 
. 

Quantitative data to measure the indicators being tracked in the DIP are to be collected in 
the find KPC survey. As was the case with diarrheal diseases, however, data are available for 
Ancoraimes, which compare the number of cases of acute respiratory infections (ARIs) with the 

number of cases. (The precautions mentioned in the previous section still apply.) Using 
the MOH formulas for the expected number of cases, an estimated 11 percent of cases of ARIs in 
children under five years are being detected, compared to a goal of 50 percent. About a third of 
ARI cases (36 percent) are being followed-up, compared to the 50 percent goal; and about half 
(56%) are looking for help, compared to a 90 percent goal. On the basis of these data along with 
the number of deaths and the poor knowledge of danger signs of mothers interviewed, one can 
conclude that more intensive health education is needed for ARIs and pneumonia. 

In interviews with mothers, few knew the danger signs of pneumonia and when to bring 
their child to a health facility. Mother's knowledge of pneumonia and danger signs was definitely 
not as good as their knowledge of diarrhea and dehydration. 

A review of data from the project information system in Ancoraimes indicated that nine 
children under five years of age had died of pneumonia in the area during the last year - the 
greatest cause of death in children under five in the project municipality. 

In the workshops held within the municipalities, participants identified the following 
strengths and weaknesses and made the following recommendations: 

Strengthsmhreats 
There is good detection of pneumonias in 
some areas, such as Lacay and Maca Maca, 
based upon MOH formulas of expected 
cases. 

Weaknessesflhreats 
The number of child deaths due to pneumonia 
is alarming. 

In a workshop to analyze mortality in children 
<5, participants determined that children with 
pneumonia were dying because mothers did 
not recognize danger signs and bring their 
children to a health facility. 

Follow-up of pneumonia cases is not 
adequate. 

There is poor detection of pneumonia in some 
areas, based upon MOH formulas of expected 
cases. 

Mothers did not show good knowledge of 
pneumonia danger signs during evaluation 
interviews. 

I Communities are disperse. 



Recommendations 

Communities should be prioritized according to whether there is good detection of 
pneumonia and efforts intensified in those communities with poor detection or with child 
deaths. 

Staffshould analyze in-depth verbal autopsy reports of pneumonia cases to determine if 
children are dying because they are not taking medicine, because their mothers are not 
recognizing danger signs, etc. The strategy for ARIsIpneumonia should then be refined 
based upon this analysis. 

Mothers should receive more education for ARIs and pneumonia. 

Training of promoters in ARIs and pneumonia should be improved. 

Adapt messages to the reality of each geographic sector. 

(e) Maternal and Newborn Care 

Seven of the indicators for which data were available at mid-term pertain to maternal care. 
The proportion of pregnant women who had at least one prenatal visit in-1999 exceeded the goal 

in three of the four municipalities ranging from 33 percent in Ancoraimes to 100 percent in 
Carabuco. In Ambana, 46 percent received prenatal care and in Puerto Acosta 40 percent 
received prenatal care. The proportion of women who received iron-sulfate tablets at their first 
prenatal visit was relatively low ranging from 11 percent in Ambana to a high of 21 percent in 
Puerto Acosfa and Ancoraimes. Efforts need to be strengthened in getting iron-sulfate tablets to 
pregnant women, especially since there is good acceptance of the tablets in the conmunities. 
Given the government and project emphasis on vaccination, TT2 for pregnant women was above 
the goal in all communities ranging from 26 percent in Puerto Acosta to a high of 66 percent in 
Carabuco for 1999. Vitamin A coverage post-partum was also very high, approaching 100 
percent in many communities. Follow-up of high-risk cases was below that which staff expected 
when planning services. Ancoraimes lagged farthest behind with 24 percent follow-up of cases 
identified as high-risk. The highest follow-up (36 percent) was reported for Puerto Acosfa. 
Births attended by trained health care workers, including trained traditional birth attendants 
(TBAs) increased in all municipalities during the last year, ranging from 68 percent in Carabuco to 
eight percent in Ambana. Many women still prefer delivering at home with the assistance of 
husbands and family members, however. 

Members of the evaluation team have identified the following strengths and weaknesses 
and have made recommendations, as listed: 



-. . . 
,> .: .. , . 
coverage for PAP tests is very low due to 
lack of training of auxiliary nurses and 
cultural modesty. 

. . . . . ,. . 

According to the MOH formulas of 
expected births, all pregnancies (and births) 
are not being registered. (Note: CSRA 
stafffind the MOH formulas to be 
inaccurate. The number of births in 
communities in Carabuco with a complete 
census is less than half MOH estimates.) 

. 

High-risk pregnant women do not always 
come to health facilities for appropriate 
follow-up. 

Strenp;ths/Tretas - . . . .. , . . , . . . .. _ _, (, 
. . . . 

AU healthptsts shduldhave pregnancy tests 
. within 12' months. : , . 

. . . .  

There is good ac&eptance of iron-sulfate 
tablets during pregnancy. - 

Women hide their pregnancies, and high- 
risk cases are being detected late. 

More aggressive case-finding is needed for 
prenatal care. 

There is no way to know if pregnant 
women are actually taking iron-sulfate 
tablets or not. 



Recommendations 

Youth from the age of 12 should received health education to increase acceptance of PAP 
tests. 

Equip health posts with supplies necessary to attend births. 

Coordinate with the municipal governments to pay midwives who have previously 
attended a course at the hospitals. 

Define criteria for classifying high-risk obstetric cases, and adapt national norms to the 
conditions in the rural altiplano. 

Prenatal care and follow-up of at-risk pregnant women needs to be strengthened, as 
follows: 

The list of registered pregnant women should be reviewed in monthly meetings to 
ensure better follow-up. 

Infornlation should be shared between the clinics and the community-based program. 

Basic Health Insurance ("the Seguro Basico de Salud") needs to be promoted. 

Continue efforts to conduct censuses in the communities to increase the number of 
pregnant women and subsequent births detected. 

The coordinator of each area must work closely with auxiliary nurses as pregnancy 
tests become availabe at each health post to ensure that the nurses are well trained to 
conduct and interpret the tests. 

Pregnant women must receive comprehensive health education from the beginning of 
pregnancy to avoid hemorrages during the first trimester of pregnancy. 

Health education for pregnant women should explain the benefits of taking iron-sulfate 
for the soon-to-born child as well as the mother. 

Staff should educate pregnant women on the laboratory tests which they should have 
performed at a health facility. 

A less011 learned is: 

The predisposition, attitude, and gender of medical interns influence the denlandfor birthing 
and other services. (Clie~fts prefer female doctorsfor obsfefric care.) 



(f) Child Spacing 
. . : 

" ', -.. 
. . At the time of the mid-term, data were available on new acceptors of family planning 
. . -&hods. The highest proportion of women accepting natural family planning was reported in 

~n ' co ra imes  (1 I%), with modem methods receiving greatest acceptance in Carabuco (8%). 
These data are misleading, hcwever. The project information system reports only women who 

. have newly accepted family planning during the year rather than all family planning users. This 
'deficiency in the project infomation systems needs to be corrected so that true contraceptive 
acceptance rates (CARS) will be known for program planning. As Depo Provera has very recently 
been introduced and is rapidly gaining greater acceptance than other modem methods of family 
planning, CARS are likely to increase to a much greater extent during the next two years of the 
project compared to the increase from baseline to mid-term. 

Strengths, weaknesses, and recommendations identified using participatory methods 
during the evaluation include: 

Strengthsllihreats Weaknessesnhreats 

The demand for Depo Provera has been Some school teachers have rejected child 
good and should increase. spacing education in the schools. 

Recommendations 

Youth from the age of 12 should be given health education for child spacing services 
working more intensively through the school system. 

A Iesso~t lear17ed is: 

Offeri~g a nzoderti family pla~itihig nierltod requested by conintut7ity nlentbers (i. e. 
i~ljeclab/es), as opposed lo one less cirllirra1ly acceplable, doubled rhe accepla~xe rates. It is 
in7porlatit lo reillforce this it1 staff Iraitiilig. 

(g) Basic Curative Services 

Basic curative serv'ces are offered to the entire population in health care facilities, - 
although services to women and children receive greatest emphasis. In 1998, there were 12,803 
consultations in health care facilities under project management; and in 1999 there was a slight 
increase to 13,234 consultations. 

The following strengths and weaknesses were identified by members of the evaluation 
team and recommendations made: 



Annual objectives for attending patients 
have , . been increased in Anwraimes. 

More than half the patients at risk receive 
follow-up in hcoraimes.. 

The number of tuberculosis cases detected 
in Ancoraimes has increased two-fold in the 
last year. 

Clinical histories are being taken this year to 
a much greater extent than previously. 

In Carabuco, there is good detection of 
respiratory symptoms. 

There has been good promotion of Basic 
Health Insurance ("Seguro Basico de 
Salud"), and patients come to the health 
facilities. 

Each municipality has complete staff and 
equipment to provide dental care. 

I There is good cost recovery for dental care. 

There is a delay in receiving information in 
Ambana from the laboratory in Carabuco 
regarding tuberculosis. 

The proportion of patients who return to 
health care facilities for follow-up visits is 
low in Ancoraimes. 

Payment for services limits access in 
Ambana. 

In Carabuco, supplies to collect laboratory 
samples, especially sputum samples, are not 
adequate. 

Coverage is low for dental care. 

Some NGOs give dental care free of charge 
which interferes with cost recovery at 
CSRA'MOH facilities. 

Disperse communities and long distances to 
health facilities decreases access. 



.,,,. .: 7 .. . 
.,: . .. 

... . 
-. Recommendations 

,. . ..&~> .. ' 
- 5 . .  .. . 

Carabuco, deliver adequate supplies for detection and treatment of tuberculosis 
according to needs. 
. i ' .  
i.$.' 

Seid a treatment card With patients referred to the hospital for tuberculosis. 
, ~. ., .. 

.. . 
Improve follow-up to the at-risk population, especially children. 

Capture more patients through improved services, health fairs, and improved access to 
ambulance services. 

Promote the concept of Basic Health Insurance more. 

Do active case finding for tuberculosis. 

Give more training to laborato~y personnel for tubeculosis tests. Look for more 
laboratories in Puerto Acosta for quality assurance. 

Provide more services through promoters. 

Give a hen~oglobin test to all women who test positive for pregnancy and all wom 
come for prenatal care. 

Study the cost of parasite examinations. 

(h) Program Strengthening 

See Sections 2.b.3 and 3.H. 

(3) Special Studies and Approaches 

At the end of 1999, CSRA commissioned an anthropological study entitled: 

Sexual m7d Reproductive Health in Four Ayntara Comntunities in the Working Area 
of CSRA: Points of View of Health Perso?niel and the Contntunity 

The studv was based on in-depth interviews of health personnel and community members 
in order to inves&ate the cultural unier~tandin~s of Aymara Indians and how these . 
understandings affect health care. 

According to the study findings, there are two levels of problems that impede the delivery 
of health care services to the communities. First, investigators noted a lack of respect for Ayrnara 
customs in some encounters with health care personnel, especially with regard to birthing 
customs. The study recommends authorizing husbands and other relatives to be present during 



birth. Second, health care personnel do not understand how Aymara Indians regard the body and 
biology. For the Aymara, the body serves to give a certain materiality to feelings and spirituality. 
~lnesses  are not focused in the body but rather in images of their spirituality. The spirit of a 
newborn is so fragile that it can escape at any moment, and certain spirits can enter and cause 
illness. Spirituality is prioritized above the body, which has a secondary status. 

Traditional medicine, which focuses upon spirituality, plays a findamental role in Aymara 
society. Aymaras have an understanding that Western medicine can cure the biological and 
material dimension of the body only. 

As this important anthropological study was only completed weeks before the mid-term 
evaluation. CSRA staff have not yet filly digested its findings and recommendations. Copies of 
the report have been distributed to key staff: 

- 

B. Cross Cutting Approaches 

(1) Community Participation 

Since the communities within the CSRA project areas are so disperse, there is no real 
concept of "community mobilization." Rather, staff think in terms of "community participation." 
Activities undertaken by the project, which have promoted community involvement, have included 
taking comn~unity censuses, vaccination campaigns, and health fairs. The participation in 
community censuses has helped to develop a strong information system which is used for follow- 
up of at risk cases, especially of pregnant women and malnourished children, and has resulted in 
better information on the overall population which is needed to compute coverage rates. 

To date, the number of communities in which a census has been taken is as follows: 

Communities with and without a Census by Municipality, December 1999 

Training health promoters has also been a way of increasing community participation. 
There are 17 trained and active promoters in Ancoraimes, 12 in Carabuco, 16 in Ambana, and 
about 15 in Puerto Acosta. 

No. communities 
With Census 
Without a Census 
Total Communities 

Active participation is lacking in most communities, however. Community members, for 
example, generally do not gather together for vaccination and growth monitoring which instead 
requires health workers to visit house-to-house. The biggest bamers in preventing members of 
the community from participating and benefiting from community health activities are the 
distances between communities and difficulties in communication with health care personnel fiom 
a different cultural background. The communities are very disperse. This not only makes it 
difficult for community members to come to health facilities and for auxiliary nurses and 

Ancoraimes 
44 
8 

52 

Carabuco 
28 
0 

28 

Ambana Puerto Acosta 
14 19 
22 94 
3 6 113-  



promoters to reach households in the community-based program, but it also works against 
developing a "sense of community." The communities are also somewhat migratory, with 
community members leaving the countryside periodically to seek seasonal employment. This 
interfers with follow-~p. 

Security k n o t  an issue in the area for health workers. The communities are free from 
violence directed toward visiiors, although there is domestic violence. Some communities are not 
reachable by road, especially after heavy rains. Communication is a major banier, however, to 
efficient functioning of the program. TWO of the four communities do not have telephone 
connections, although the project does maintain radio contact with these communities. On an 
interpersonal level, communication between community members and health facility staff is 
sometimes impared by the lack of a common language. 

Strengths and weaknesses of community participation are noted below along with 
recommendations of members of the evaluation team for how participation may be strengthened: 

Members of the community participate in 
censuses and vaccination campaigns. 

Leaders identify children who should be 
vaccinated. 

Mothers participate in meetings, vaccination 
sessions, and health fairs, and they solicit 
the help of auxiliary nurses when they are 
not at the health post. 

The communities are disperse. 

There are habits and customs that block 
communication between health personnel 
and the community. 

Some health personnel who work in the 
conununity do not speak Aymara. 

Recommendations 

Investigate non-economic incentives for promoters. 

Look for ways in which the community will participate more actively in health activities. 

CSRA should continue trying to hire auxiliary nurses and coordinators to work in the 
community who speak Aymara and perhaps offer classes in basic Ayrnara to health 
personnel. 

Lessons learned are: 

Healrh persome1 should lake ah~a~itage of and respectposilive health Itabifs and custonts of 
mothers and adapt them to idealpracrices. 

Work should begin with a sey-diagnosis of the contntunify of their own problems andneedx 

21 



An introduction should be given to leaders/promoters and health personnel so that they wit[ 
. better b m v  health programs and services. 

Monthly sessions in self-esteem are needed ih the cornrnutrifies, with follow-up. 

Interventions should be directed towardyouth 0.e. adolescenfs) to help fhem to develop good 
health habifs: Health education activities should be directed toward school groups in 
coordination with District Direcfors ofEducation and with teachers. 

(2) Communication for Behavior Change 

Behavior change is measured in the baseline and final KPC surveys, in registers maintained 
by auxiliary nurses and promoters, and in household visits. The principle method of looking at 
changes in behavior on an on-going basis, however, is by reviewing data from registers. Data 
from these registers is compiled monthly by hand and used primarily by auxiliary nurses, 
supervisors, and project managers. 

The effectiveness of this system for measuring behavior change varies according to the 
commitment of promoters and auxiliary nurses to complete the registers. In some communities, 
the promoters and nurses do not fill out the registers completely. 

The materials currently being used are seen as appropriate and effective by members of the 
health care team from the promoter to the MOH district director level. Materials include one 
flipchart, posters on health facility walls, and matchboxes with health messages. The messages 
are technically up-to-date in the flipchart used by auxiliary nurses and promoters, and the 
messages are the same as those used by the MOH. The MOH, however, emphasizes vaccination 
above all other interventions; and the project takes a more balanced approach addressing all of the 
most common causes of mortality and morbidity. Promoters and nurses both would like more 
variety in the health education materials, and staff identified the development of more materials as 
an area where some improvement is needed. Some promoters noted that mothers did not 
remember some messages, but all persons interviewed felt that there were no barriers for the 
mothers in initially understanding the messages in Aymara and in putting the messages into 
practice. 

Strengths, weaknesses, and recommendations identified by staff in workshops in the 
communities and in La Paz include: 



The project uses the same messages as the 
ministry, but it gives greater emphasis to the 
full range of child survival and maternal 
health interventions, not only to 
vaccination. 

The majority of mothers do not have any 
difficulty putting health messages into 
practice. 

We know when mothers change their 
behavior through home visits, information 
in registers, surveys, and changes in the 
demand for services. 

Mothers have difliculties understanding 
messages in Spanish. 

Mothers forget messages that are not 
repeated. In addition, some messages are 
rejected because they are in conflict with 
the Aymaran way of thinking. 

The quality of data in registers varies, and 
data are not complete. 

Health education should be given more frequently, in an integrated manner, taking into 
account the Aymaran way of thinking. 

Improve data in registers. 1 
Conduct an analysis of the value of matchboxes with health messages and decide whether 
to continue with this activity or not. 

Lessoia learned developed in the La Paz evaluatioii workshop include: 

It is important that staffspeak the local language. StaJf need to analyze andrejlect wherher 
or not mothers u~derstaiziaiid accept health messages. 

. Staffshould develop messages together ill aparticipatogJ fashio~~ by s~udyi1igprevious 
experiences. 

There is good coordirzation and communicatioi~ befween the district and local authorities aud 
with other sectioiis. 

hi order to change behavior, s~affnmsf begin with themselves and later look toward others. 



(3) Capacity Building Approach 

The National Director of CSRA describes his staEfas "expert managers of health systems."' 
The focus is upon managing municipal health systems and working with officials of municipal 
governments to assist them in becoming better informed policy makers and contractors of health 
services. At the same time, intense training is given to health care workers, especially at the auxiliary 
nurse level, to improve the quality of services. There is little distinction within the project among 
CSRA employees, MOH employees, and municipal government employees. All are part of the same 
health system management team. 

The capacity building approach outlined in the DL?? has not changed substantially, although the 
political context of the approach has changed. CSRA has had an agreement in place with the Bolivian 
MOH at the national level since 1983 along with agreements at the regional level and with each of 
three municipalities in the project area. The three separate municipal agreements were renewed at the 
end of 1998 for a three- to five-year period. These agreements make CSRA responsible for 
management ofthe health systems in each municipality, including provision of all health services, and 
accountable to both the municipal governments and regional health authorities. Municipal 
governments agree to spend at least 10 percent of their respective budgets on health services, and the 
regional MOH (SERES) agrees to increase its contribution over the project period. Decision-making 
is shared. 

The 1998 municipal agreements were developed and signed after the Law of Popular 
Participation was enacted in 1994. The law provides for decentralizing decision making for health 
systems with locaf municipal health boards taking a more active role and fewer decisions being made at 
the regional level, according to the concept of shared management ("Gestion Compartida"). 

More recently, the government has been proposing concurrent management ("Co-Gestion':) 
that again gives more power to the regional hlOH relative to the local municipal health boards. 
Although the political context has changed, in practice, the new policy of concurrent management has 
not been implemented, and local health boards are finctioning with increased authority as described in 
the DIP. New municipal elections were held on December 5, 1999, during this evaluation. In February 
2000, new municipal budgets will be developed with the newly elected officials in place. At that time, 
more changes in the political context of health sewices delivery are expected, but no one can predict 
the direction these changes will take. 

Overall strengths and weaknesses with regard to capacity building, along with 
recommendations, were developed in the evaluation workshops, as follows: 



. . 
,. ..> .-  
%sonnel are trained according to their 
9 s .  .,.. ,. ... 

C & ~  has strenahened infrastructure 
(wnsttuction, equipment, repairs to health 
facilities) and purchased vehicles. 

Courses have been given to government 
authorities about the law of popular 
participation and Basic Health Insurance. 

CSRA has increased the managen'al and 
administrative staff in each municipality. 

Follow-up is necessary for training in 
leadership, teamwork, and other areas of 
human resources. 

Personnel don't always have a good 
attitude toward clients. 

The cold chain is weak in some places, such 
as in Wilacunca. 

There is no ambulance in Ambana for 
emergencies, educational activities, follow- 
up for patients, supervision, etc. 

The manager of Human Resources should have regular follow-up of courses to strengthen 
both staff and counterparts. Courses in teamwork should be conducted in every 
municipality, with follow-up. 

The need for an ambulance in Ambana should be justified. 

Cold chain equipment should be prioritized in budgets. 

Sterilization equipment is needed for health care facilities in Ambana. 

We should try to increase the proportion of the budget which HAM (Honorable Alcadia 
Municipal) allocates for health services. 

We should try to improve the attitudes of health'care workers toward clients 

We should explore activities to strengthen and help district health teams. 

Better communication and coordination with SEDES is needed at all levels, b e g i i n g  in 
the district. 

Lessorrr leanled are: 

Training in human developnie~it has not had the expectedresults for lack of foilow-up. 

Improving relotiom with SEDES shouId begilt wjfh strengihening relations within the disirict. 

Municipal governments should not be seen only as a source of$nds but as$lfparIners. 



(a) Strengthening the PVO Organization 

There are no specific objectives or indicators of increased capacity within CSRA. The 
courses being developed and taught in areas of human resources, however, could certainly be 
Gsed as one such indicator. AU employees, both at the La Paz headquarters and in the 
municipalities, have received training in leadership within the past two years, along with local partners 
(Section B.3.b), and .training in teamwork is planned. (See Section 3.B. for a discussion of training in 
technical areas.) 

At the U.S. headquarters, several activities have been undertaken to strengthen the CSRA 
Board of Directors. During October 1998, the ARHC and CSRA boards signed a document 
outlining measurable goals and objectives for the evolving relationship between them. In July 
1999, a representative from the ARHC Board traveled to all the Bolivian program sites and met 
wjth the CSRA Board to establish an ongoing dialogue. In November 1999, representatives from 
both boards held a joint meeting to continue discussing specific ways to strengthen the CSRA. 
Board. These discussions have been useful for both boards. During January 2000, there are plans 
for a U.S. consultant to spend about three weeks in Bolivia preparing a detailed analysis of the 
CSRA La Paz office staff functions and making recommendations for restructuring. This 
consultancy will be funded by a sub-grant received from CARE. 

The rapid increase in vaccination coverage, and improvements in many other areas, is 
certainly an indication that organizational capacity has been increased. The commitment, hard 
work, interest, and strong management, which are apparent in the field, are other indications. 

(b) Strengthening Local Partner Organizations 

CSRA works hand-in-hand with public sector partners, especially with municipal and regional 
authorities. The roles and responsibilities ofthese principle partners, discussed in Section 3.D. and in 
Attachment 7, have not changed since the DIP. 

A factor, which the CSRA Executive Director has identified as contributing to capacity 
building with municipal partners, is the way in which municipalities are selected to work with CSRk 
Authorities fiom Puerto Acosta approached CSRA and asked for its help. Municipal authorities in 
Puerto Acosta, therefore, are highly motivated to honor their commitments and to work closely with 
CSRA in building capacity and improving health care services and related Mastructure. Similarly, 
Carabuco authorities value the work of CSRA, recognize its credibility in the communities, and see 
CSRA officials as a part of local civil society. Ancoraimes, on the other hand, has a much lower level 
of commitment and has not been honoring its financial commitments. It remains to be seen what 
changes will occur after the December 5' elections with regard to the commitment of the new 
authorities and their working relationship with CSRA. 

One of the greatest challenges this project faces in effective management of health services is to 
increase the capacity of public sector partners and CSRA staffto fbnction as a team. The Manager of 
Human Services has begun testing training materials to improve teamwork and plans to train staffand 
public sector partners at all levels during the next two years. Leadership training has been given to all 
public sector local partners, as discussed previously. 



Some public-sector staffreceive salary supplements 50m CSRA (Section 3.D.). Staffwho 
salaries f?om both public sector institutions and CSRA are especially at risk of having 

CO&&g priorities. A good example occurred during the present evaluation. Regional MOH st& 
(SEDES) were issued a letter suspending routine project activities, including the evaluation, until after 
the month-long vaccination campaign ended in late December. The following day, the letter was 
rescinded and authorities a p e d  to the project evaluation following negotiations with the CSRA 
National Director. Before sa la j  supplements were offered to some MOH and municipal staff, a 
car& assessment was made of the duties public sector health care workers were performing, what 
needed to be done to reduce morbidity and mortality in the area, and what additional duties health care 
workers needed to perform. Supplements were seen as necessary to motivate staffto perform 
additional duties. 

The organizational capacity of public sector institutions to deliver basic health care is assessed 
on an on-going basis, but especially during the Annual Evaluations. As is the case with CSRA, the best 
measure of increased capacity is the increased health care coverage and improved services (Section A). 

CSRA continues to work with non-governmental organizations (NGOs), as desclibed in the 
DIP. The only major new initiative has been a proposal just developed jointly with Freedom from 
HungedCrecer for a possible USAID mission-funded matching grant. Under this proposal, CSRAwill 
provide health services in selected communities throughout the project area; and Freedom from 
HungerICrecer would provide health education and micro-credit senices. 

A representative from PLAN International participated in the evaluation in Ancoraimes, and 
some newjoint initiatives may be implemented in communities where PLAN has sponsored children. 
Specifically, PLAN is interested in providing funding to strengthen health services in its project 
communities. This strengthened parinership is only in the discussion phase. 

(c) Health Facilities Strengthening 

Health facilities have been strengthened in a number of ways, including improved 
in!?astructure, an improved information system, and better-trained staff. (See sections 3G and 3B for a 
discussion of improvements in the information system Bnd in training.) 

During the past two years, ARHC and the municipalities have financed improvements in health 
facility infiastructure. From the beginning of the project in 1997 to present, ARHC has provided U.S. 
$21,228 of the total $64,159 that has been spent on hf?astructure improvements. The municipalities 
financed the remainder. ARHC's contributions have included: 

Meeting rooms and staEhousiig in Carabuco; 
A new medical center in ChaguayalCarabuco (56% ARHC hancing); 
Staff housing in Ambana; 
A new medical center in Copusquia/Ambana (58% ARHC financing); and, 
A new health post in PocoatdAncorairnes (42% ARHC financing). 



Work teams arranged by ARHC have also contributed building materials and other supplies 
and equipment as well as participating in conswction projects. There have been three teams working 
in the project area since it began in October 1997. 

(d) Strengthening Health Worker Performance and Training 

See Sections 3.B and 3.C. 

(4) Sustainability Strategy 

The CSRA Executive Director considers "long-term, non-profit, professional 
management leadership as a part of our sustainability strategy." CSRA's leadership has built 
financial sustainability into the project by developing contracts with both municipal and regional 
authorities to financially support the health care system (Section B.3) and by cost recovery 
through fees for service for some services, most notably dental services. 

The table below shows the sustainability indicators identified in the DIP along with end-of- 
project goals and achievements: ' 

Indicator Baseline End-of-Proiect Achievement a t  

Increased Local (Municipal) Support of 18% 50% 26% 
Recurring Costs 

Increased Overall Bolivia-Funded 34% 67% 44% 
(Government) Support 

Increased Municipal Support 3% 20% 20% 

Increased Regional Support Plus 15% Plus 32% from 
3/97-2198 to 
3/98-2199 

Increased Sales Plus 25% Plus 3 1% from 
3197-2/98 to 

Notes: More detailed spreadsheets, with graphs, on sources of income by year are contained in 
Attachment 6 .  

CSRA maintains financial information on the fiscal year from March through February. 
Thus, financial data in the table above begins in March 1997 rather than the start date of 
the grant on October 1, 1997. 

As shown in the table above, the project has made progress in each sustainability indicator 



and has already achieved three of the five end-of-project goals. Municipal support has increased 
by 20 percent and regional MOH support by 32 percent in just a one-year period. Sales (service 
f&s) have been increased by 31 percent. Overall government support has been increased from 34 

to 44 percent and increased local support of recurrent costs from 18 to 26 percent. 
Although CSRA has not yet reached the desired goal with respect to these two indicators, there is 
potential for doing so in the remaining two years of the project. 

Early this year, CSRA m'anagement intends to begin to discuss and prepare a plan to 
transfer full management of health services to the municipality in Carabuco by the end of the 
project. CSRA expects to continue to offer its services in this municipality, after the end of the 
project, only if the government and CSRA can fund a package of services without external donor 
support. Government officials interviewed said that the same quality of care cannot be maintained 
without external donor support and that they would seek other sources of external funding, 
perhaps through another NGO, should CSRA not continue partial funding of services. 

CSRA's present sustainability strategy considers the following five elements to be essential 
in ensuring sustainability during this transitional phase: 

A demand for health services offered by the project; 
An adequate flow of resources; 
An organizational structure which guarantees accountability, leadership, continuity, and 
worker satisfaction; 
A sense of ownership; and, 
Adequate technology. 

In May 1999, legislation was passed for Basic Health Insurance (Seguro Basico de Salud). 
This legislation stipulates that pregnant women and children receive care free of charge in 

government facilities. Given thjs new legislation, CSRA has not pursued its plan to work with 
Lassen Associates and Population Services International (PSI), as described in the DIP, in order 
to optimize service fees. Service fees are being charged for some services, such as dental 
services. CSRA receives reimbursement from the "Seguro Basico de Salud" for the volume of 
services delivered monthly, by type. These reimbursements are a portion of the governn~ent 
contributions toward heath care financing in the area: 

Aside from financial sustainability, motivating health promoters is also important to 
sustaining work in the communities. Promoters in some municipalities are paid a small - 

honorarium of 20 bolivianos (Bs) a month (U.S. $3.35). The amount of monthly payment is 
based upon a system of micro-payments of Bs .SO to 1 .SO for tasks completed. Other incentives 
for promoters include payment of materials for promoters who choose to study to become an 
auxiliary nurse. Some promoters have hopes that the municipality may add a salary for their work 
at some future date. Promoters interviewed during the evaluation frequently mentioned their 
desire for financial incentives. Members of the evaluation team recommend that CSRA consider 
the total benefits package along with the role of promoters as a priority in early 1999. 

Staff identified the following strengths, weaknesses, and recommendations with regard to 
implementation of the current sustainability plan during evaluation workshops: 



- -- 
Strengths 

Costs are recovered for some medical 
services. 

There are promotors working in every 
community as volunteers. . 
Investments from HAM are 10-1 5 percent 
of its budget in the respective 
municipalities. 

Weaknesses 

There is a delay in payments from HAM 
and the Seguro Basico de Salud. 

Promoters want incentives, especially in 
Ambana. 

Dmgs are being sold. 
Recommendations 

Consider the total benefits package along with the role of promoters as a priority in the 
beginning of the year. Try to increase community support for promoters. 

Consider Co-Management and other options on the basis of costs and benefits. 

Increase investments from HAM (the municipality) and the nlinistry. 

Lessons learned ideiitij7ed by lvorkhop participants i d ~ r d e :  

Siaffare r7oi very clear about what they wmt with regard to working i~ithpron7oters, ni7rch 
Iess about how to do it. 

Co-ntar7agen7ent (nttr~ticipalities-SEDES) has a high cost. Staflshould tv to nteamre costs 
and bei~e$ts. [See "Gestioir Compartida, '' Section 2. B(3).] 

Staff sho~rld carefully systenmtize and docunten: ilie experience with Co-Managentent 
["Gestio~t Contpartida, "see Sectio,l2. B(3) ] i?; order to u?lderstand af7d share it. 

Siaff should contiltue efforfs to helpparb7ers see the benefits of the census-based 
methodology and ihe imtitufional strategy ojmsiainability. 

Program Management 

A. Planning 

CSRA has involved all members of the health services delivery team, its governmental 
partners, and selected community members in both planning and eval"ation. ~ e m b e r s  of other 
NGOs are also invited to participate, although some do not take advantage of the opportunity. 
During the evaluation, CSRA invited all NGOs with activities in the project area to participate. 

30 
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I ' 
I: 
I: 
I :, / / 

Only PLAN International, Intenida, and International Eye Care sent representatives who attended i '  1 j 
some part of the evaluation upon which the next year's workplan will be based. 

, .~ 
i / 
i :) 

Technical and administrative staff in La Paz had copies of the program objectives, 
indicators, and monitoring and evaluation plans readily available and understood them. 
Government officials interviewed also had copies of the Annual Plans and understood the 
program design. . 

Program monitoring data were discussed extensively during the mid-term and annual 
evaluations with a view toward developing next year's Annual Work Plan. These data are also 
reviewed periodically throughout the year and used for making implementation decisions. 

I 
The work plan submitted in the DIP is on schedule, although the plan is really too general i 

for program implementation. CSRA develops more detailed work plans annually. Deviations _ I 

from the work plan in the DIP include: 
I . Technical assistance, both local and external, has not been utilized to the extent scheduled; but 

staff have identified areas where technical assistance can be used during the coming two years 
of the project (Section 3.H); and, 

. The sustainability studies in the work plan have not been done. The Executive Director 
identifies the studies as a need but feels that staff do not have the time without technical 
assistance. 

Evaluation workshop participants identified strengths and weaknesses with regard to 
planning, along with recommendations, as follows: 

Representatives of SEDES and HAM are 
involved in evaluations and annual planning. 

Representatives know the goals, objectives, 
and activities of the project. There are 
meetings every 1-3 months. 

I Strengthen intersectorial coordination. 

The project is not as integrated as we 
would like with other sectors, e.g. income 
generation and education. 

Representatives of other sectors for example, community leaders, members of religious 
groups, representatives of agricultural organizations, and the District Director of 
education should be incorporated more effectively into annual planning. 

Recommendations 

I 

I 
i 



A less017 learned is: 

Smff should continue exploring other strategies for more active participation of govermlent 
authorities and organizatio~rs working in non-healfh related sectors, in plannjng mtd 
evaluation not necessarily through intenial planing and technical evaluation workshops. 

B. Staff Training 

Oversight of staff training is divided among the manager of Human Resources, the project 
director, and project managers in each ofthe municipalities. The Manager of Human Resources 
conducts training sessions to develop skills in leadership and teamwork to deliver quality services, 
and the project director and managers are in charge of training and training coordination in 
technical areas. 

CSRA feels that training in leadership and teamwork is especially important for three 
reasons: 

. Members of the Local Health Boards can benefit from this type of training to take a more 
active role in managing their local health care system; 
.Staffof the Regional MOH, the Local Health Boards, and CSRA manage the health care 
system in each of the three municipalities. The management approaches of these three entities 
vary tremendously. Training in teamwork helps these staff to function together as one health 
care management team; and, 
Staff members have an opportunity to share experiences during training. 

Since the beginning of the project, all staff, from the executive director to auxiliary nurses, 
and including government counterparts providing health care in the three project n~unicipalities 
and La Paz administrative staff have received leadership training - a total of 95 people. Members 
of Local Health Boards of each municipality also received this training. Five La Paz staff 
members have participated in a pilot test of materials developed for training in teamwork. During 
the remainder of the project, the manager of Human Resources plans to train staff and 
government counterparts. (See also Section 3.D.) 

Training in leadership or teamwork has not been given to volunteer promoters mainly 
because appropriate materials have not been developed in the local language. 

In technical skill areas, members of the evaluation team found that staff are well trained 
through the auxiliary nurse level, with the exception of medical interns. Members of the 
evaluation team felt that skills and knowledge are not being sufficiently monitored after training, 
however. More follow-up and repetition in training is needed at all levels. An important step 
toward more effective monitoring of training results was taken with the introduction of quality 
checklists in August 1999. The information being collected in the quality checklists, however, is 
not being analyzed to identify training gaps. 



Health Personnel Trained by Course 
CSRA Altiplano Project Area 

puerto Acosta 

~arabuco1Amban~ 

Ancoraimes 

TOTAL 

Notes: The Integrated Management of Childhood Illness (hlC1) training course includes 88 
hours of instruction for auxiliary nurses and 48 hours of instruction for other health care 

1999 

st&. 

Training in sexual and reproductive health includes 40 hours of hands-on instructions 
within the hospital for auxiliary nurses. 

Municipality 

Integrated health care is an 1 1-day intensive course. 

Training topics, especially important for the child survival and maternal health project, 
included: 

Topics 

Integrated 

Integrated 
Mgmt. of 
Childhood 

Illness Health Health Care 

Sexual and 
Reproductive 



Topics 

-- L 
Cultural understanding 

Verifying Supervisoly 
Checklists 

Leadership 

Com. census methods 

Mortality analysis 

Nutritional counselling 

Follow-up 

Basic health insurance 

Community 
communication 

[Family planning 

Training Topics for Health Personnel 
SRA Altiplano Project Area - 1999 

1 Municipalities 

Puerto Acosta 

X 

X 

X 

X 

X 

X 

X 

X 

X 

Some promoters interviewed were well trained, and others had information gaps, 
especially with regard to pneumonia and family planning. Some promoters did not have 
educational n~aterials. More training of promoters was identified as a need during the next two 
years of the project. The number of promoters receiving training in 1998 and 1999 are as follows: 

Promoters Trained by Municipality 
CSRA Altiplano Project Area - 1998 and 1999 

I Municipality 1998 1999 1 

Topics in which the volunteer promoters were trained in 1999 include: 

Ancoraimes 
TOTAL. 

11 
3 7 

20 
75 



ARI ̂  

Primary eye care 

I Nutritional counSelling/anemia 

Malnutrition 

EPI 

~uberculosis 

Nutrition 

Home Visits 

Sarcoptosis 

Parasites 

Family Planning 

First Aid 

IMCI 

Breastfeeding 

Maternal Health 

Census 

Basic sanitation 

I Dog vaccination 

X I Traditional medicine I 



Training which has been conducted during the past two years includes a 1997 session for 
third graders at a primary school in the project area and for 25 third and fourth graders at Martin 
Cardanes School in Chaguaya in 1999. 
........... 

;.. , . . Participants in evaluatio'n workshops identified the following strengths and weaknesses, ....... 

along with recommendations: 

'ersomel are trained according to their 
leeds. 

rraining in self-esteem and leadership as 
vell as in technical areas is given to health 
:are teams and some leaders and promoters 
n Ancoraimes. 

4l1 the auxiliary nurses value'the flipcharts 
~ s e d  for training. 

h c e  August, quality checklists have been 
~sed.  

Only repetition of courses is not sufficient. 
Follow-up is difficult but essential. 

Some promoters do not have educational 
materials (flipcharts). 

As a matter of policy, SEDES does not 
train medical interns. 

Messages on matchboxes are not complete 
and do not awaken interest in the families. 

Information in quality checklists is not being 
analyzed. 

There is a lack of training in how to 
maintain motorcycles. 

The variety of educational materials for use 
in the community is not sufficient. 

There is no training plan in human resource 
subjects. 



Recommendations 
Conduct more courses in leadership and teamwork. 

personnel at all levels need more repetition in training. 

Train medical interns intensively for at least three months and on an on-going basis within 
the health team. 

Train more school students, especially in family planning. 

Give more training to auxiliary nurses and promoters in ARIs, especially in pneumonia. 

Use more videos for training health personnel. 

Train all active promoters in the use of flipcharts. 

As previously evaluated, flipchart materials should also be developed in a rotafolio format. 

Use the quality checklists to conduct follow-up and in order to find out technical areas 
where training is needed. 

New auxiliary nurses need more training and experience in the general health of women. 

Selected training topics should take into account the weaknesses and need of members of 
the health care team and administrative staff. 

Investigate the possibility of contracting a mechanic(s) to rotate among the sites to 
maintain both vehicles and motorcycles. 

Develop a plan for training in human resource subjects, with priorities noted. 

Offer more practice in clinics for members ofthe medical team at all levels. 

Lessons learned developed in tJ7e La Paz workshop iriclude: 

FoNow-up to training is iniporlaltf /o increase its effectiveness. 

In addition lo trai?iilig in technical areas, staflrrai17ing in self-esteem, selj-co~fldence, 
gender, self-nialtagenient, principles, mtdvalues all increase the qualiry of heal111 care 
services. 

Health educa/ion confenfs must be adapted lo Ayniara cultural inidersfandings, and health 
education should be give12 in Ayntara. 

mere is a need 10 comta~itly reinforce educatio~ial messages, particularlyjor mothers and 



promoters, according to their educational needs, in order to achieve the changes in artifude 
-I that we desire. 

. . . , Training rieedr assessment ntusf be done in order to design a training program wifh good 
technical content, educaiional techniques, andfollow-up. 

C. Supervision of Program Staff 

The word "supervision" has a bad connotation throughout the project area. Instead, staff 
refer to "accompaniment" which means that the "supervisor" accompanies the person hdshe is 
"supervising" in carrying out activities, assists in order to provide a model, and makes helpfhl 
suggestions. Accompaniment is done in a non-hierarchical fashion emphasizing that the two 
("supervisor" and "supervisee") are peers with different knowledge. 

Clinic staff are well supervised, as are auxiliary nurses. Auxiliary nurses spend mornings 
visiting communities and families, usually house-to-house, and afternoons at health posts, clinics, 
or hospitals. Those attached to clinics and hospitals have ample opportunity to discuss difficult 
cases with other technical staff and to problem solve. 

. Promoters are not as well supervised. The frequency of their contact with auxiliary nurses 
varies considerably among municipalities and depends somewhat on the distance of their 
community from a health facility where auxiliary nurses are based. Some promoters complain that 
their only contact is when they go to a health facility to seek assistance for a patient. Although in 
theory, there is a monthly meeting with an auxiliary nurse in each municipality at which promoters 
turn in a monthly report, promoters do not always come to this meeting. In Carabuco, where the 
project has been working for about 16 years, most of the 17 active health pron~oters come to this 
meeting. In Ambana, where CSRA has been workjng for two years and communities are more 
disperse, only one to three ofthe 16 active promoters regularly turns in a report at the monthly 
meeting. 

Although substantial resources are devoted to staff training, follow-up in the field to 
assess trainee performance is not adequate. Checklists were implemented in August with mixed 
results. Some "supervisors" find them to be useful while others see them as hierarchical and not 
consistent with the concept of accompaniment as a peer. Whether supervisions see the checklists 
as useful or not, however, staffthroughout the project area agree that more needs to be done with 
the information provided by the checklists. For instance, the checklists could provide a type of 
needs assessment for refresher training (Section 3.C). Follow-up in the field can be more closely 
monitored now that checklists are being used. 

The following strengths, weaknesses, and recommendations were identified during the 
final evaluation workshop in La Paz with regard to accompaniment: 



Streng;ths/Opportunities 
Quality checklists have been used since 
August. 

There is frequent contact among doctors, 
medical interns; and other-members ofthe 
paid health team with good comrnunication. 

Self-management and self-evaluation are 
very important. 

Weaknesses/Threats 
It is possible to use the information 
collected in the quality checklists much 
more. 

Some of the auxiliaries help promoters only 
when there is a sick person in the 
community. 

More help and support are needed for staff. 
1 

Recommendations 
Analyze quality checklists on an on-going based. Quality checklists can be used to look 
for areas where more training is needed. 

Adapt the quality checklists for the promoter. The checklists are now directed toward the 
work of the auxiliary nurse. 

Promoters need regular help from auxilia~y nurses with more time dedicated to 
personalized, on-the-job training. 

There should be accompaniment, according to experience and abilities, among the 
different levels. 

Training and accompaniment of new staff, especially medical interns, should be intensified 
and frequent, especially during the first six months of employment. 

Lessons learned include: 

An introdt~cfory u~orkshopfor iiewperso~v~el is 17ecessay because itpermits new staff to get 
to hiow /he Vpe of i?tstiiuiion ill which they work, the otherpersons who work in the 
iiutifution, and fhe objectives and hrstit7rtio~talphilosophy. 

Accon~panimmt is more effective (at all levels) when it empowers, is personalized, is oriented 
toward an exchange of experiertces, and i~tvolves working together in a woy which prontotes 
the i?ifegral development of the person. 

The quality checklist is a valid imtrumenf for acconpanin~eitt of members of the health team 
Nonetheless, coiaiant follow-up is needed in using tJte instrument. It should be adayted to 
be more acceptable to perso~t~tel a>td used at all levels, includiirg with Ieaders~rontoters. 



D. Human Resources and Staff Management 

CSRPL, working together with personnel from the Regional MOH and the municipalities, 
manage the municipal health systems. The CSRANational Director has set a policy that the base 
salaries of its staffbe kept at the same level as MOH and municipality health care staff. CSRA 
contributes to the salaries of several MOH and municipal employees, including doctors serving a 
one-year rural internship, auxiliary nurses, and dentists. These employees are paid extra for 
adding to their usual Workload tasks requested by CSRA which are outside the normal job 
description of a government employee in their position. For example, auxiliary nurses who remain 
with health facilities waiting for patients to come and make some home visits are paid their usual 
government salary. Auxiliary nurses who have agreed to be responsible for a sector 
("Responsible del Sector"), that includes vital events registration and more home visits, are paid 
an additional supplement. According to the Director of Finance and Administration, the CSRA 
supplement increases the salary of interns by about 15 percent, dentists by 15 percent, and 
auxiliary nurses by 40 to 50 percent. 

A big human resource challenge, described in Sections 2.B.(3), has been to mold staff 
firom CSRA and public sector partners into one coherent working team with shared visions and 
goals and a shared institutional culture. CSRA would like to institutionalize a culture in which 
employees are relatively self-directed and task-oriented rather than seeking a top-down, directive 
management approach. 

Another challenge is to change attitudes of staff toward the clients. Many staff, such as 
doctors completing their one-year internship, have a short-term convnjtment to the conmunity 
and set then~selves apart from the community. According to the CSRA Executive Director, the 
attitude that service providers are somewhat apart from the communities they serve extends all the 
way to volunteer promoters. 

The CSRA Executive Director has noted a deficiency of personnel in two areas: front-line 
health care workers and staffto maintain the information system and analyze data. When CSRA 
began services in Carabuco, there was one paid health care worker for every 1,000-1,200 
population. According to the Executive Director, this ratio has now increased to one paid worker 
for each 1,500 population. At the same time, the relative risk of health problems for community 
members has increased due to the out-nigration of the fittest members of the community. In 
Ancoraimes, there is one paid health care worker for each 2,000 population. CSRA would like to 
maintain the ratio of paid health care workers to at least one per 1,500 inhabitants. 

Although a great deal of quality information is being collected on the project, potentially 
usefil information is not being used because of the lack of staff to review and analyze data. A 
good example is the lack of systematic review of data being collected in quality checklists used for 
supervision. 

There are job descriptions for almost all staff, but some have not been updated in the last 
five years and are seen by some staff to be out-of-date, although the Manager of Human 
Resources thinks that the older job descriptions still apply. Senior staff are least likely to have a 
written job description. A lack of written personnel policies has been identified as a weakness for 



which technical assistance is needed to correct (Section 3.H.). 
. ~ 

. ' Staf'itumover is generally not an issue on the project. Most staff have been with the 
. .  . .  
projqt for years, including auxiliary nurses and many promoters. 

...,... 

The numbers, roles, and responsibilities of program and administrative staff are detailed in 
Attachment 7. ' 

After the project ends, most staff will continue to be employed by the municipality or the 
MOH. Occasionally, a promoter studies to become an auxiliary nurse. CSRA assists them by 
paying for educational materials needed for training. 

Workshop participants identified strengths and weaknesses and recommended changes as 
follows: 

Most staff members in CSRA have written 
job descriptions, although the descriptions 
are not always up-to-date in the La Paz 

Strengths/Opportunities 
All personnel in the network of services 
work together, including C S R q  HAM, and 
minist~y staff. 

Office. 
Recommendations 

Training and follow-up is needed in teamwork as well as in other areas of human 
resources. (The Manager of Human Resources already has developed a draft of materials 

- 
WeaknesseslThreats 
Everyone doesn't always work as a member 
of a team. 

I for a course in teamwork.) I 
More coordination is needed among administrative staff at all levels and locations, both 
with CSRA and with counterparts. 

Development, training, and follow-up are needed in the "institutional culture.'' I I Give auxiliary nurses opportunities for promotion. I 
Bring up-to-date job descriptions for persomel in the La P a t  Office. 

Lessons learned include: 

0 Follow-up to training should be incorporated into daily activities. 

0 Strategies are needed to improve coordiiiation with SEDESat the local level. 

Strategies are needed which permit niajor participation~oni all persons involved in 
developing policies arid institutional norms. 
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E. Financial and Administrative Management 

The table below shows the percentage of the budget spent in the first two years of the 
,ject by major line item. Total spending is on target at 51 percent of the budget after two of 
Ir project years, although there is some overspending for communications and procurement. 

Spenddown by Major Budget Line Item 
ARHCICSRA Chlld Survival and Maternal Health Project 

October 1,1997, through Seplernber 30,1999 

Expenses Budget 'A Budget 

Item USAID Match Tolal USAID Malch Total Spent 

Salaries 453.010 162.942 615.952 767.000 635.262 1,492,262 43.93% 

Consunants 12.836 5.505 18.341 47,203 256,886 304.086 6.03% 
TraveWer Oiem 14,755 39,847 54,603 111.4M) 4,720 116,180 47.00% 

Communications 24,525 106,687 131.212 64.900 0 64.900 202.18% 

Praurement ' 39.485 155.872 195.357 9,440 103.132 112,572 173.54% 

Evaluation 9.620 , M3 10.263 0 0 0 

Total 554,231 471.497 1,025,728 1.000.003 1.000.000 2.000,oOO 51.29% 

The Manager of Administration and Finance in La Paz feels that administration would be 
strengthened if more policies and norms were written. 

The Executive Director has expressed a strong interest in examining the costs of specific 
interventions and linking results with costs, but he feels that he lacks the in-house capacity to 
proceed with this exercise and would like outside technical assistance (Section 3.H.). 

Strengths and weaknesses, along with recommendations developed in workshops, include: 

Strengths/Opportunities I WeaknessesEhreats 
Management of funds. ( Many of the policies, norms, and - I procedures are not written. 

Recommendation 

Develop manuals for policies, norms, and procedures. Investigate the possibility of 
adapting manuals used on other projects or by other organizations. 

Carry out a monthly analysis of program spending in coordination with the La Paz office 
and other municipal sites. 

Implement an inventory system for assessments at all sites. 

Lessons learned include: 

Training is needed in methods of aclminisfration; stock management for n~edicines mid 
supplies; Law #I 178for ma,raging municipal resources; atzd in pharmaceuticals, generic 
and commercial. 



. An efjeclive mechanism is needed 10 griaranlee admiuisfrative andlj~~ancial coordi,lario,t 
among the project siles. 

F. Logistics 

Technical field staff meet monthly in La Paz, and administrative field staff meet every three 
months. During this time, they fill out requisitions for phannaceuticals, vehicle repair, and all 
other items. Administrative staff have difficulties communkating with field staff regarding the 

r 
status of procurements between meetings. One of the most important constraints to the efficient 
knctioning of the project, mentioned repeatedly by La Paz administrative staff, is a lack of good 

I I 
communications between the La Paz office staff and field staff. Ancoraimes and Puerto Acosta 

I 
1 

have telephone connections with La Paz, but Carabuco and Arnbana have contact only by radio. 

Throughout the workshops in the municipalities, there were frequent complaints that 
d ~ g s  and supplies amved late and that there were sometimes mistakes. Procurement staff, on the 
other hand, complained that specifications for supplies were sometimes not detailed enough for 
them to follow correctly. Other times, items were out-of-stock in La Paz, and they could not 
communicate this information easily. All staff agree that the procurement and logistics system 
needs t o  be strengthened. Senior-level staff have tried to improve the procurement and logistics 
system, but the system is still not finctioning well. Members of the evaluation team feel that 
technical assistance is needed in this area as soon as possible. 

Strengths, weaknesses, and recommendations are as follows: 

Strengths 
Staff are committed to improving the 
logistics system as a priority. 

Weaknesses 
Delays and mistakes in the delivery of 
medical supplies and drugs. 

Communication between La Paz and the 
municipalities is not good. Only two sites 
have telephones. The other two can be 
reached only by radio. L 

Recommendations 
Improve the procurement and dispatch system for drugs, supplies, and other materials. 

Hold a meeting immediately between administration and logistics to revise and update 
norms, rules, and sanctions to improve the procurement system for medical supplies and 
resolve internal logistical problems. 

I Form a quality circle of the four persons in charge of followup for logistics. 

Develop and implement Verification Lists for the La Paz office. 



G. Information Management 

The system generates both clinic- and community-based data and consists ofMOH data 
wllection forms, supplementary CSRA forms, quality checklists, registers, community censuses, 
and special studies such as WC surveys. The collection and reporting of clinic service statistics 

. knctions well. Community-based information, however, is "spotty" with registers being well kept 
in some geographic areas and not in others. 

Service statistics are collected in all health care facilities according to formats developed at the 
national MOH level. A primary use of these statistics is to determine the main causes of death and 
illness and then focus activities on reducing the number of deaths and preventing and treating illnesses. 
In addition, CSRA has a format with supplementary information that is similar for each of the three 
municipalities, but not identical. Auxiliary nurses complete these formats and do some preliminary 
analysis of the data. StafF finds these instruments to be appropriate and effective in providing technical 
and management staffwith the information they need since any deficiencies in the national format have 
been eliminated by developing and using the supplemental forn~ats. The Statistical Technician has been 
working for CSRA for two years but has only vely recently been transferred kom Puerto Acosta to La 
Paz. Having a fill-time person in La  Paz in charge of the information system, therefore, is a new 
concept for C S U  

There is a monthly information analysis meeting in each project municipality, s i i lar  to a 
quality assurance meeting, where all project staff analyze monthly data. Project managers, all 
physicians, are responsible for ensuring that both clinic data and community-based data from registers 
are compiled for this meeting. There is a quarterly meeting to analyze data with regard to indicators, 
review progress, and monitor activities. There are also meetings, on an irregular basis, with promoters 
and public authorities in some areas to disseminate the information about the munjcipality and its 
communities. 

The community-based information system depends on the auxiliary nurse who works half days 
(afternoons) in health care facilities and makes home visits during the mornings. Hdshe also supervises 
the promoters. Records for home visits are maintained at health care facilities. The nurse gathers the 
files needed for home visits each morning and returns them in the afternoon. In addition, promoters, in 
theory, have a monthly meeting at the health care facility each month. In practice, attendance at this 
meeting varies by community with nearly all active promoters attending in Carabuco each month, and 
few attending in Ambana where the distances are greater and no fjnancial incentives are paid as they are 
in Carabuco. 

In addition to the routine data collection system, baseline studies were conducted in all 
municipalities and reported in theDIP. The person in charge of reproductive health has conducted 
some informal investigations. Some data being collected could yield usefd information but is not being 
analyzed. For instance, Quality Checklists have been used for the last year for supemision visits but 
these data are not being analyzed to determine additional training which may be needed, especially at 
the promoter level. 

The information system is being used to inform management decision-making. Staff at all 
levels were able t o  give examples of how the information is being used: to know which 



geographic sectors need to be strengthened and to f o l l ~ ~ - u p  on individual cases are frequently 
mentioned. Information is routinely and frequently shared down to the auxiliary nurse level. 
promoters who attend monthly meetings also share information. 

There is very limited feedback to the communities, however. This is a weakness in the 
'infomation system identified in evaluation interviews. There is only one scheduled annual meeting to 

feedback information to the community. Otherwise, community members have access to 
information that is reporled on posters at each clinic. There is no formal system by which stafffiom 
fie different municipalities can share information and experiences, except for project managers and 
administrative field staff, who meet monthly and quarterly, respectively, in La Paz. Health care 
workers &om diierent areas generally have opportunities to share information and experiences only 
during training events. 

The CSRA Executive Director noted a limitation of the Census-Based Approach. The 
approach focuses upon the most severe, Frequent, and treatable health conditions in a community 
to reduce averall mortality and morbidity. This approach has resulted in concentrating efforts on 

and child health services. Other serious problems exist in the project area, however, 
such as alcoholism and mental health problems, which seriously impinge uponrhe well-being of 
families but which do not receive attention under the Census-Based Approach. 

Particinants in the evaluation workshops identified the following strengths and weaknesses - 

0 

alysis of verbal autopsy data is not frequent. 
here is good community participation in 

out child and maternal deaths. 

thorities are kept informed about project 

Some information collected in an instrument 
complementary to that of the MOH Subsystem 
of Information of Health Activities (ShTS) is 
not being analyzed. 
There are too many data collection instruments , 



A lesson learned is: 

. Those respo17siblefor each sector sl7ouldfollowup to emure thaf regisiers, bofh SNISmd 
contplementaly registers, are filled orit more conlp/ete[y to improve the qualiv of 
hformalion. 

H. Technical and Administrative Support 

ARHC has provided a variety of technical assistance to the project over the past two 
years. For instance, headquarters staff have facilitated finding for activities in the following 
areas: nutrition, dental care, water projects, reproductive health, and organizational assessment. 
Student volunteer MPH candidates, mostly from Emory University, have camed out in-depth 
mortality and anthropological studies, which have served to improve the child survival/maternal 
health program. 

In February 1999, Tom Davis, ARHC Senior Program Specialist, presented a training 
workshop on the design and use of Quality Improvement checklists, as outlined in the DIP. This 
one-day workshop was conducted in La Paz with all the Project Directors and other key st&. 
The staffthen adapted the sample checklists used in the workshop to key child survival 

1 

Recommendations 

Continue to conduct censuses in every community willing, as time permits, with staff of the 
network of health services in coordination with other organizations (e.j. PLAN). 

Incorporate within the census-based approach a needs assessment to be camed out jointly 
by the staff and community. 

Analyze and share verbal autopsy data fiequently (e.g. monthly). 

Review data from registers together with auxiliary nurses. 

Investigate non-economic incentives for promoters to increase their motivation to complete 
their monthly form. 

Share data more frequently with the communities. 

Develop a management infohation system. 

Consolidate basic registers into fewer instruments, if possible, one. 

At the beginning ofthe year, hold a workshop to unify criteria and instruments as well as the 
management and follow-up of information, registers, and the frequency of monitoring. 

Standardize the registers and instruments unifying criteria throughout the system (SEDES - 
El Consejo) and reducing the number of registers. 



interventions. Staff then designed a workshop for field staff and selected a limited number of 
checklists that were implemented in August 1999. During the mid-term evaluation, staff I 

determined that more analysis is needed of the completed checklists; checklists are needed for 
promoters, not just auxiliary nurses; closer follow-up needs to be given in implementing the 
checklists; and, in some cases, retraining of staff is needed. 

In addition, ARHC has an on-going volunteer program, in which groups of volunteers 
organized as work teams provide limited short-term medical and construction assistance. The 
support of these volunteers both while in Bolivia and upon returning to the U.S. is integral to the 
child survival program. 

Sara Lewis Espada, the Child Survival Project Manager, spends approximately 25 percent 
of her time dedicated to the Bolivia project. She traveled to Bolivia five times over the course of 
the first two years of the project to attend annual and semester evaluations, provided follow-up on 
the quality improvement checklists, review the Health Information System, and other activities. 
Communication between CSRALa Paz and Ms. Espada in North Carolina is frequent and 
effective. David Shanklin, ARHC Executive Director, also provides on-going support to build 
CSRA capacity and facilitate CSRA board strengthening. 

. Anticipated technical assistance needs of the program in the upcoming two years are in the 
areas of developing educational materials, improving the logistics system, developing manuals for 
policies and procedures, and perhaps conducting some special studies of demand and other issues. 
The most urgent need is for a consultant to review the procurement and logistics system and - 
develop and implement an action plan. 

Following are the anticipated technical assistance needs of the program during the 
upcoming two years, as determined by staff in workshops in each municipality as well as in La 
Paz: 

Stren ths/O ortunities 

There are staff dedicated to the  
development of educational materials. I-""' 
One anthropological study of Aymara 
understandings of health and health care has 
just been completed. 

Staffhas more capacity to develop and 
produce adequate educational materials. 

There are delays and mistakes in 
procurements, and staff are unsure how to 
restructure the procurement and delivery 
system to improve it. 

There are no written manuals for policies, 
norms, and procedures, and the Director of 
Finance and Administration requests help in 
this area. 



I Recommendations 

To develop manuals for policies, norms, and procedures. I 
i 

To aid in understanding the clients better and improving services, e.g. services of an 
anthropologist or sociologist. 

Technical assistance is needed: 

To improve the communication strategy as well as the orientation and production of i 

educational materials in each municipality as well as in other sectors in order to change 
behavior. 

. . 

0 ;  To improve the logistics system. 

I To conduct a demand study, including what clients see as "quality." 

USAJD may be able to assist CSRA in identifying external technical assistance, perhaps 
through centrally-funded projects, in order to improve the logistics system as well as conduct 
special studies, such as a study of the demand for services or a study of the comparative costs of 
intervention strategies. 

~ e s s o n s  learned, with regard to techuical and administrative support, identFed by staffil~ 
the Mid-Term Ei~al~ration Workshop in La Paz incl~rde: 

If  is necessav fa colihacf with son~eone w h ~  is able to systematize the experiences of CSRA 
and facilitate the development ofimtrume~~ts and materials ~ I I  both adn~i~~istrative and 
technical areas starting with the abilities, knowledge, atid experiences of the stafi 

I f  is necessav to coo,itract for assistance in revisingjob descr@io~is, the distribzrtion of tasks, 
norms, andprocedures in the La Paz office. 

4. Other Issues Identified by the Team - Use of Health Services 

Mothers and promoters were interviewed about the experiences of community members in 
using health services. Their responses are summarized in the table below: 



The auxiliary nurse generally treats mothers I ' 
well. 

The auxiliary nurse provides . . services when 
hdshe is there. 

The auxiliary nurse is not available at 
hidher post in the mornings because hdshe 
is making home visits. 

Sometimes the health post is crowded, and 
only one auxiliary nurse attends the health 
post. 

It is dificult to pay for services at referral 
facilities. 

Referral facilities don't always attend to 
patients rapidly. 

It is dificult to go to referral facilities 
because of poor communication and lack of 
transport. 

Recommendations - . There should be two auxiliary nurses at a health post so that one is always available for 
emergencies when the other is away making home visits. Note: This recommendation 
may not be financially feasible. 

5. Conclusions and Recommendations 

A large number of recommendations were made during the evaluation workshops 
conducted at each project site as well as in La Paz. Many of these were quite specific and 
applicable to small geographic areas. While important in developing the work plan, hundreds of 
individual recommendations are not appropriate for the mid-term evaluation recommendations. 
The most important of the recommendations, in the opinion of the team leader, are summarized in 
this section. 

Program staff: 

1. Immunization coverage is very high in Carabuco/Ambana and Ancoraimes, but the 
proportion of children fully-covered needs to be increased in Puerto Acosta during the 
remainder of the project. 

2. G r o d h  monitoring has been very successfbl in terms of initiating early contact with health 
care providers and promoting regular contact where malnutrition as well as other 



problems can be addressed. Growth monitoring should be continued during the next two 
years of the project. 

3. The strategy for improving the nutritional status of malnourished children is not working 
as well in some areas as others and should be revisited, perhaps using focus group studies 
to involve the communities in developing an acceptable strategy or identifying baniers to 
the acceptability of the present strategy. 

4. The pneumonia case nianagement strategy is weak. Efforts should be increased to train 
volunteers and mothers in how to recognize danger signs and when to bring children to a 
health facility. Communities should be prioritized according to whether there is good 
detection of pneumonia cases and efforts intensified in those communities with poor 
detection or child deaths due to pneumonia. 

5. Prenatal care and follow-up for pregnant women at-risk needs to be strengthened through 
such means as monthly reviews of the list of registered pregnant women, increased 
information sharing between clinics and the community-based program, community 
censuses, pregnancy testing at health posts, and comprehensive health education from the 
beginning of pregnancy. Criteria for high-risk should also be reviewed. 

6.  The information system needs to be modified to report contraceptive acceptance rates. 

7. Health education given to school-aged youth should be expanded. 

8. Mothers forget messages that are not repeated. More repetition of health messages is 
needed in the communities. 

9. The project needs to clearly determine its strategy for working with volunteer health 
promoters and develop a consistent policy toward incentives across project areas. 

10. Communication needs to be improved, to the extent possible given the conditions, 
between the La Paz headquarters and the field offices as well as in the field between 
members of the  facility-based health teams and the volunteers and communities. 

11. Although program management is strong, especially financial management, written 
manuals should be developed for policies and procedures. 

12. The logistics system is relatively weak, compared to other management systems. External 
technical assistance is needed to improve this system. 

13. The census-based information system has produced reliable data. The project should 
continue to conduct censuses in willing communities. 

USAZD/BHR/PVC: 
I 

14. USAID should assist CSRA in identifying external technical assistance, perhaps through 



centrally-fbnded projects, in order to improve the logistics system as well as conduct 
special studies. 

Collaborating partners: 

15. The CSRA sustainability strategy is being successfilly implemented, The strategy of 
increasing support from the municipalities and the regional MOH should continue while 
beginning to discuss a transferal plan of the project to the government in Carabuco 
Municipality early in 2000. 

16. The present strategies for capacity building within the public sector have been very 
successfd and should be continued. The planned courses in teamwork should be delivered 
in the field, with appropriate follow-up, to maintain the momentum of these successhl 
efforts. 

17, CSRA should continue to explore areas of collaboration with other NGOs, such as PLAN 
International in its sponsored communities and with Intervida's school-based program. 



Attachment 1 
Baseline Information from the DIP 



ATTACHMENT 1 - Baseline Information from the DIP 

No substantial changes have been made in the following baseline information since 
approval of the DIP. 

A. Field Program Summary 

1. Estimated Program Effort q d  USAID Funding by Intenrention 

Intervention I %of  Total Effort 1 USAD Funds in S 

2. Program Site Population 

Infants, Children and Women of Childbearing Age 

' ~anuaq{998,27 censused communjties in Carabuco and 1992 estimates, 44 non-censused communities in 

2 
fmbana 

January 1998 estimates for 25 censused communities and 27 non-censused communities 
3 1995 estimates for approximately 104 non-censused communities 
4 

5 
1992 National Bolivian Census (Census data provide consistent underestimates of rural Bolivian populations) 
1992 National Bolhian Census (Census data provide consistent underestimates of rural Bolivian populations) 

TOTAL 

1,714 

2,386 

5,457 

17:357 

1,537 
28,451 

- -- - 

Esiimared Live 
Births (yrs 2,3,4) 

Rautisfa 
~ a a v e d r a ~  

176 

267 

769 

2,149 

N I A  
3,361 

~utiecas'  

314 

476 

1,372 

3,831 

N I A  
5,993 

Sources of population estimates: 

Carabuco and 
Ambartd 

855 

Infants 0-11 
months 

Children 12-23 
months 

Children 21-59 
months 

Women of 
Childbearing Age 

(15-49 yrs.) 
Children to 6 rrs 

TOTAL 

~~zcorairnes' 

340 

351 

1:226 

3,387 

439 
5,743 

Carabuco aud 
Amband 

285 

21 1 

851 

2,673 

410 
4,331 

~ncorairnes' 

873 

P~terfo 
~ c o s f u ~  

599 

1,081 

1,236 

5,316 

688 
8,920 

Puerto 
Acostd 

2,064 

~ u ~ e c a s '  

942 

Baufista 
~ a a v e d r d  

528 

TOTAL 

5,232 



B. Program Goals and Objectives 

IMMUNIZATION . 

Intervcnlion Goal: Maintain and cxpand unmunization actividcs and covcragc for children undcr two and all p r c p n t  womcn. 

Objectives by Project Arca 
and Targct Population 

Incrcasc % oC childrcn wilh 
all vaccinations: 
Carabuw: 

I2 - 23 months 
12 c= 15 months' 

Anlbana: 
12 - 23 months 

12 <= IS months 
Anwraimw: 

12 - 23 months 
12 <= 15 months 

Pucrto Acosta: 
12 - 23 months 

12 <= 15 montlis 
Matcrnal T l  wvcragc (at 
least 2 doscs) for all prcgnant 
womcn: 
Carabuco: 
Ambana: 
Ancomimcs: 
Pucflo Acosta: 

Indicator Goals 

Yr l  Yr2 Yr3 Yr4 - 

Major Planncd Activities 

1. Proniolc imporiancc of vaccinations 
during education opporiunitics. 
2. Maintain growtlu'vaccination wrds on all 
cligiblc childrcn. 
3. Track individual vaccination liistorics 

and lollow up as nccdcd. 

1. Promotc imporlaacc of vaccinations 
during ducation opportunilics. 
2. Mainkin vaccination wrds among all 
cligiblc prcgnant wonicn. 
3. Track individual vaccination liistorics 

and follow up as nccdcd. 

outputs 

. Covcragc lor u c h  
cparatc vaccinc and "all 
uccincs" for childrcn 
mdcr 15 monUis, and 
~ndcr 21 monUls olagc. 

1. Covcragc for all 
mgnant womcn with at 
cast 2 doscs. 

~easurcmcnt  ~ & h o d ,  Data 
Source, and Frqucncy of 

Data Collection 
I. Annual evaluation (using a 
random smplc) of family 
health film. 
2. B~sclinc and final KPC 
survcys. 

1. Annual cvatuation (using a 
random smplc) of family 
health files. 
2. Basclinc and fnal KPC 
survcys. 

*Scc Section 0. Immunization for rationale of m ~ u u r i n g  12 < 15 months. 



DURRLIEA CASE MN'IAGEMENT 
Intcwcntion Goal: Incrcasc Uic proportion of molhcrs who approprialcly idcntipj and vcal diarrliw. 

Objcctivcs by Projcct Arw 
and Targct Po$dlalion 

s 

Proportion of molllcrs who 
rccognizc at Icast onc dangcr 
sign of dehydration (dry 
mouth, sunken cvcs or 
fontan& and d&cascd urinc 
output): 

Canbuw: 
Ambana: 
Ancoraimcs: 
Pucrlo Acosla: 

Pro~ortion of mothcrs who: 
~ a r k m w :  

-havc hcard of ORT 
-understand usc of ORT' 
-can propcrly prcparc ORT1 
-uscd ORT rcccntlyl 

Ambana: 
-havc hcard of ORT 
-understand usc of ORT 
-can propcrly prcparc ORT 
-us& ORT rcccntly 

Anwrnimcs: 
-havc hcard of ORT 
-understand usc of ORT 
w n  propcrly prcparc ORT 
-us& ORT rcccntly 

Pucrio Acosla: 
-have hcard of ORT 
-understand use of ORT 
-can D I O D ~ ~ ~ V  DI'CDXC ORT 
-used ORT ;&nily 

Prooortion of moU~crs who 
give cquaVmorc liquids during 
dia11hca (cxcludc. bmstmilk): 

Canbuw: 
Ambana: 
Anwraimcs: 
Pucrto Acosta: 
Dcnorninator is mollicrs w 

Indicator Goals 

20% 67% 
33% 50% 
30% 67% 
5% 25% 

Ycar 1 Y a r 4  -- 
60% 80% 
80% 30% 
80% 30% 
75% 85% 

50% 75% 
50% 67% 
40% 75% 
45% GO% 

"Iinvc h ~ x d  of ORT" 

Major Planncd ~clivitics 

I .  l'rovidc ranlily cduwtion during homc 
isits, group cducatiori and clinic visits. 
I. SupMsc  ficld staff and providc 
ipproprink continuing cducation. 

1. Providc fanlily cducation during homc 
visits, group cduwtion and clinic visits. 
2. S u p c ~ s c  ficld starrand providc 
ippropriatc continuing cducalion. 

1. Providc family cduwtion during homc 
visits, group cduwtion and clinic visits. 
2. Supcrvisc ficld slafrand providc 
approprintc Contim~ing cducntion. 

I. Incrcascd numkr of 
xscs rcportcd and 
rwtcd. 
I. Incrwscd proportion 
~Fmothcrs/wrctakcrs 
lppropriatcly trcating 
Jiarrhca. 

1. Incrcascd proportion 
~f n~oU~crs/carctakcrskccs 
~clllonstralillg 
appropriatc knowlcdgc 
and practiccs. 

1. lncrcascd proportion 
of mothcrs 
dcn~onslrating 
appropriatc know-lcdgc 
and practiccs. 

bfcasurcnlcnt McU~od, D a b  
Source. and Frcuucncy of 

D& ~ o ~ G t i o n  - 
. Basclinc and final WC 
wcys.  
:. Routinc rcvicw of 
.upcrvisory docurncntation. 
I. Annual rcvicw of 
antinuing cduwtion classcs 
.cccivcd. 

I. Basclimc and final KPC 
;urvcys. 

I. Basclinc and Iinal KPC 
survcys. 



PNEUMONIA CASE MANAGEMENT 

Intcwcntion Goal: Incrcasc matcrnal knowlcdgc of pneumonia dangcr signs and appropriatc hcallh-sccking bcl~avior, and lreat morc cases of ALRI. 

Objjcctivcs by Projcct Arca 
and Targct\population 

Incrcascd matcmal awarcncss 
of pneumonia dangcr signs 
(rapid/difT~cult brcahimg 
and/or chest indrawing): 

Canbuco: 
Alubana: 
Anwraimcs: 
Pucrio Acosla: 

Incmscd proportion of 
mothcrs who scck a r c  for 
ALRl symptoms from trained 
hwlth wnonncl: 

Cambuw: 
Ambana: 
Anwnimcs: 
Pucrlo Acosh: 

Indicator Goals Major Planncd Activities 

1. l'rovidc matcrnal cducation during homc 
visits, group education and clinic visilr. 
2. Supcrvisc ficld staff and providc 
npproprintc Continuing cducntion. 

. . 
I. Providc matcn~al cducation during homc 
visits, group cducation and clinic visits. 
2. S u p c ~ s c  ficld sldfand providc 

n ion. nppropri;~tc Continuin8 cduc i 

outputs 

1. Matcmal knowlcdgc 
and pracliccs. 

1. Matcmal knowledge 
and practiw. 
2. Numhr of ARI cascs 
Irwtcd 

Mcasurcmcnt Mcthod, Data 
Sourcc, and Frequency of 

Data Collection 
1. Basclinc and fmal K!'C 
surveys. 
2. Routinc rcvicw of 
supcnisory documcnlation. 
3. Annual nvicw of 
wntinuing cducation clnsscs 
rpcivcd. 

1. Basclmc and f m l  KPC 
swcys. 
2. Rouhc  rcvicw of 
supcnisory documcnhtion. 
3. Annual Icvicwof 
Continuing education classes 
rcccivcd. 



NUTIUTION IMPROVEMENT AND MICRONUTRIENTS 

Intc~cntion Goal: Promotc optimal nulritional slatus among inIants, cliildrcn, and womcn of child-bcnring agc. 

Objjcclivcs by 
Projcct Arca ahd Txgct 

Population 
F. 

Proporlion of infants and 
childrcn rcwiving appropriate 
schcdulc of controls: 
(0-23 months = 6 timcs ycor) 

Canbuw: 
Ambana: 
Anwraimcs: 
Pucrto Acosta: 

Prowrtion of infants rcccivina 
h i  Control bclorc complctin~ 
first month of lilc: 

Canbuw: 
Ambana: 
Ancoraimcs: 
Pucrto Acosh: 

Incrcasc proportion of infants 
and childrcn with wnuol u r d  
in homc andlor clinic: 

Canbuw: 
Amhna: 
Anwnimcs: 
Pucrto Acosta' 

Providc intcnsivc nutrition 
cducotion and Collow up to 
mothcrs/carctakcrs with 
children undcr two wich 
modcratc and scvcrc 
malnutrition: 

Canbuw: 
Ambana: 
Anwraimcs: 
Pucrto Acosta: 

Indicator Goals 

Yrl Yr2 Yr3 --- 

81% 95% 
21% 50% 

Y r l  Yr2 Yr3 Yr4 - 

Basclinc rcports only cards at homc and not UIC hcallh ccntcr. 

Major Plamcd Activities 

1. Ivlaintain schcdulc of Conkols Uuough 
homc visits, group mcclings and clinic 
visits. 
2. S u p c ~ s c  licld staff. 

1. Maintain schcdulc of conkols Uuough 
homc visits, group mcctings and clinic 
visits. 
2. Slrcnglhc~~ supcrvisiol~ orlicld slaK 

1. Maintain sclidulc olconkols U>rough 
homc visits, group mcctings and clinic 
visits. 
2. S U ~ M ' S C  Iicld slaK 

1. Track malnourishcd cl~ildrcn and follow 
local wlicics and ~rotocols for 
rchaLktation. . 
2. S u p c ~ s c  licld slsft 

Outputs 

1. Covcragc of all idants and 
children undcr two. 

1. Covcragc of all infants 
born who rcccivcd fust 
control by first month. 

1. Covcragc of all infants and 
childrcn < 2 yrs. 

1. Total numbcr and 
proportion of children 
malnourishcd. 
2. Proportion of 
nialnourished childrcn 
cnrollcd in rchabiitalion. 
3. Duration of rchabilitation 
and proportion of succcsslul 
outcomes. 

Mcasnrcmcnt Mctl~od, Dab 
Source, and Frcqucncy of  

.Data Collection 
1. Annual rcvicw of family 
hulch fllcs. 
2. Basclinc and final KPC 
survcys. 

I. Annual rcvicw of family 
hcalth filcs. 
2. Basclmc and final KPC 
survcys. 

I. Basclinc and fml KPC 
swcys. 

1. Annul rcvicws ofnulrition 
rchabilitation rwords. 
2. Basclic and final KPC 
survcys. 



NUTRITION IMPROVEMENT AND MXCRONUTRIENTS (continued) 

Inlcrvcntion ~ d a l :  Promolc optimal nulrilional status among infants, childrcn, and wortten of child-baring agc. 

Objcctivcs by Projcct Arca I Indicator Goals 
and Targct Population 

mainourishod childrcn undcr 
two cnrollcd in "Hearth" 
nutrition rcliabilitation 
scssions: 

Cmbuco: 
Anibana: 
Ancoraimes: .-." *"." 
p u d o  Awsla: - 10% 15% Zoo/. 

For malnourisltcd childrcn -- Y r l  Yr2 Yr3 Yr4 
rwciving "I-Icarth" nulrition 
rchabililation scssions, nicasurc 
% of childrcn wiUi an incrcasc 
in wci@ for agc Z scorc of 0.3 I . 
or largcr: 

Cmbuw: 50% 55% 60%. 67% 
Ambana: 50% 55% 60% 67% 
Ancoraimcs: 50% 55% 60% 67% 
P u d o  Amta: 50% 55% 60% 67% 

Incrcasc cmlusivc brcasl- 
feeding of infants through first 

v - 
six montlls of lifc: 

Carabuw: 
Ambana: 
Anorairncs: 
Pucrlo Acosta: 1 --- 50% 

Incrcasc proportion of childrcn ygr-lYc.?r.l 
beginning solid foods 6-10 
montlis:'- 

Canbuw: 
Ambana: 
Anwraimcs: 

Major Planncd Activities 

schcdulc of conkols. 
2. Maintain prolocol lor nutrition 
rchabililation. 
3. Supcmisc ficld slalland providc 
nppropriatc conlinuing cducntion. 

1. Mainlain protocol lor appropriatc 
scbcdulc of conlrols. 
2. Mainlain prolocol for nukition 
rcl~abili~~tion. 
3. S u p c ~ i s c  ficld staff and provide 
approprialc wnlinuing ducation. 

1. Providc lnmily cduca~ioti during homc 
visik,, emup cducaGon and clinicvisiLs. 
2. Supcrvisc ficld shff and providc 
appropriatc continuing cduwtion. 

1. Providc family cducntion during homc 
visits, group cducalion and clinic visits. 
2. Supctvisc ficld stallnnd providc 
appropriatc continuing cdu~ilion. 

outputs 

1. Covcragc rahs, by age. 
2. Proportion of cascs of 
rnalnulrition trcatcd. 
3. Numbcr of s u p c ~ s o ~  
visits and continuina - 
cduwtion classcs rcccivcd. 

1. Covcragc ralcs, by agc. 
2. Proportion of wscs of 
malnuliition trcntcd. 
3. Numbcr of s u p c ~ s o r y  
visits and wntinuing 
cducation classcs rcecivcd 

I. lncrcascd proportion of 
tnolhcrs dcmonslraling 
appropriatc knowlcdgc and 
pracliccs. 
2. Nunlbcr of supcrvisor~ 
visits and continuing 
c d u ~ ~ l i o n  cinsscs ~cccivcd. 
I. lncrcascd proportion of 
moUmrs dunonstrating 
appropriate linowlcdgc and 
pracliccs. 
2. Numkr  of s u p c ~ s o r y  
visits and continuing 
c d u ~ ~ t i o n  classcs rcccivcd. 

IC 6-10 agc group to makc Ui* 

Measurement Method, Data 
Sourcc, and Frcqucncy of 

Data Collection 
1. d u a l  rcvicw of nulrition 
wntrol and nutrition 
rchabililation data. 
2. Annual rcvicw of 
supcrvisoly rccords. 
3. ~ n n u a l  rcvicw of  
wntinuing cduation classes. 
4. Basclinc and fmal K K  
survcys. 
1. Annual rcvicw ofnulrition 
wntrol and nulrition 
rchabililntion &la. 
2. Annual rcvicw of 
S U ~ C M S O ~ ~  fC~0rdS. 
3. Annual r c v h  of 
continuing cducation classes. 
4. Basclinc and Iinal KPC 
survcys. 

1. Basclinc and fmal KPC 
survcys. 

1. Basclinc and fmal KPC 
survcys. 



NUTRITION IMPROVEMENT AND MICRONUTRIENTS (continued) 

Intcrvcntion Goal: Prol~iolc optimal nutritional status among infants, childrcn, and wonicn of child-baring agc. 

Objcctivcs by Projcct Arca 
and Targct Population 

,' 

Providc Vihmin A 
supplcmcnts to childrcn 
lollowing MOH norms 
(onc dosc 6-1 1 monlhs) 
(onc dosc 12-23 monU~s): 
Carnbuco: 
An~bnnn: 
Ancornimcs: 
Pucrto Acosla: 
Incrcasc proportion olwomcn 
rccciving Vitamin A aflcr 
dclivcry: 
Cnrnbuw: 
Ambana: 
Ancomimcs: 
Pucrto Acosla: 
Incrcasc mouortion olwon~cn - . . 
rccciving 3-monU~ supply of iron 
sulfatc hblcts during pregnancy: 
Carabuco: 
Ambana: 
Ancoraimcs: 
Pucrto Acosk  

Indicator Goals 

Y r l  Yr2 Yr3 Yr4 - 

55% 65% 75% 85% 
10% 25% 40% 67% 
35% 50% 67% 85% 
10% 25% 40% 50% 
Y r l  Yr3 Yr4 Yr2 - 

Major P l ~ i n c d  Activities 

I. Promote Vihinin A supplc~ncnlation 
iuring lamily cducalion. 
I. Docuncnt consumption, by individual. 
1. Follow-up by ficld stall. 

1. I'rotiiolc Vilamin A supplcmcntation 
during family cducation. 
2. Documcnl consumplion, by individual. 
3. Follow-up by field slnlf. 

1. Prornotc Vitamin A sul)plcmcnlation 
during family cducation. 
2. Documcnt consumption, by individual. 
3. Follow-up by ficld staM. 

womcn rccciving survcys. 

MOM guidclincs. hwlth cards. 

Outputs 

,. Proportion olcligiblc 
:hiidrcn rccciving 
;uppicmcnts, wnsislcnt with 
VI0I-I guidcliw. 

MOI-I guidclincs. hcallh cards. 

Mcasmcnl  Mclhod, Dab 
Sourcc, and Frcqucncy of 

Data Collection 
1. Bascl'mc and fun1 KPC 
survcys. 
2. Annual rcvicw of child 
hcalth cards. 



. . MATEIWAL AND NEWBORN CARE 

Intervention Goal: Improve access and utilization of reproductive health services. 

Objcctivcs by Projcct Arca and 
Target Population 

Incrcasc ihc proportion of 
prcgnant womcn rccciving at l a s t  
onc prenatal carc visit: 
Canbuco: 
Ambana: 
Ancomimcs: 
I'ucrlo Acostn: 
Incrcasc UIC proportion of 
prcgnant womcn dclivcring in UIC 
orcscncc ofo tmincd Derson: 
Carabuco: 
Ambarn: 
Ancoraimcs: 
Pucrto Acosta: 
Incrcasc proportion of follow-ups 
for high-risk obstetrical cases 
following MON norms: 
Carabuw: 
Ambana: 
Ancoraimcs: 
Pucrto Acosta: 

Monitor matcrnal deaths lhrough 
vcrbal autopsy mctliodology. 
Carabuco: 
Ambana: 
Anwraimw: 
Pucrlo Acosk: 

Indicator Goals 

Y r l  Yr2 Yr3 Yr4 -- 

35% 45% 55% 67% 
15% 20% 30% 40% 
YrI  Yr2 Yr3 Yr4 ---- 

15% 20% 25% 33% 
10% 15% 20% 25% 

Y r l  Yr2 Yr3 Yr4 

Ycar 4 - 

Major Planncd Activities I Outputs 

availablc to prcgnnnt womcn. I prcgnancy 
3. Continuing cducation for ficld staff. 
4. Follow up. 

I.  Promotc IiwlUi profcssionai dclivcrics. 
2. Makc (hesc s c ~ c c s  consistcntly 
availablc to all prcgnant womcn. 
3. Continuing cducation for ficld stafc 
4. I'ollow up. 

I.  I'rondc staff cduwtion on thc 
idcntihtion, follow-up, and rcfcrral of 
high-risk cascs. 
2. Conlplctc pcrsonnl registration for 
follow-up with high-risk cam.  
3. Follow-up by ficld staff 
4. Infomi and promotc recognition of high- 
risk prcgnancics during cduwtional 

1. Proportion of 
prcgnanl womcn 
dclivcring in thc 
prwcncc of a hcaltl~ 
professional, TBA or 
othcr traincd prson. 

1. Numbcr of high-risk 
wscs idcntificd wilh 
follow-up according to 
norms and adcquatc carc 
for high-risk prcgnancy. 

nctivilics and homc visits. 
I. Providc training on thc usc ofvcrbal 
autopsics to aI~propriatc ficld staK 
2. Supcrvisc vcrbal autopsy proccss. 

morblily casw 
successfully asscsscd. 

Measurement Melhod, D a b  
Source, and Frequency of 

Data Collection 
I. Annual rcvicw of program 
hta. 
2. Basclmc and final KPC 
swcys. 

1. Annual rcvicw of program 
dah. 
2. Basclinc and final KPC 
swcys. 

1. Annual rcvicw of all 
idcntificd high-risk prcgnancy 
cases. 
2. Final CS cvnlualion. 

1. Ongoing rcvicw of vcrbal 
autopsies. 
2. Fmal CS evaluation. 
3. Annual rcvicw ofprogram 
data. 



CHKD SPACMG PROMOTION 

. . Intervention Goal: Improve access and utilization of reproductive health services. 

Objcctivcs by Projcct Arca and 
Tar@ Population 

Increax paccnlagc ofwomcn using 
modem family planning mcU1ods 
(pill, IUD, injcclions. foamdgcls, 
condoms): 
Carabuco: 
h i b a r n :  
Ancoraimw: 
Pucrto Acosla: 
Incrcasc pcrccl~lagc of womcn using 
nabml mcUlods of fmnilv nlanninn . . - 
(rllvlhm and L W :  
(3a;abuc-o: 
Anibana: 
h~coraimw: 
Pucrto Acosla: 

Indicator Goals Major Planncd Aclivitics 

I. Providc Tamily cducation during homc 
visits, group scssions, sc l~wl  scx cduwtion 
classw, and clinic visits. 
2. Providc modcrn mcUiod Tamily planning 
clinic scrviccs lo all intcrcsicd worncn. 
3. Continuiny cducation. 
4. Follow-up by ficld slaK 

I.  I'rovidc family cducalion during homc 
visib, group scssions, school scx cduwtion 
classcs, and clinic visits. 
2. Providc nulural family planning clinic 
scrviccs to all intcrcstcd womcn and 
couplcs. 
3. Continuing cducalion. 
4. Follow-up by ficld staff. 

L___ LI_ 

Outputs 

a 

I. Nunikr and 
xoportion of womcn 
>sing a mcdcrn family 
,laming mcUlod. 

1. N u m k r  and 
proportion of womcn 
using a natural family 
planning mcuicd. 

Mcasuremcnt Method, Data 
Sourcc, and Frcqucncy of 

Data Collection 
1. Basclic and fml KFC 
s w y .  
2. Annual rcvicw of program 
data. 

1. Basclic and final KPC 
s w y .  
2. Annual rcvicw of program 
dab. 



C .  Program Location 

The p j e c t  is located in three distinct health service areas and two additional provinces in rural 
&jplano Bolivia: 

project Name Departmel7t Province Health District 
c~abucoIAmbana La Paz Camacho Suches 
Ancoraimes La Paz Omasuyos Illampu 
puerto Acosta La Paz Camacho Suches 

*Muiiecas 
*Bautista Saavedra 

*Municipal leadership workshops only. 

Location Description 

Carabuco and Ancoraimes are located on the altiplano or high plains of Bolivia, about 3 to 4 
hours from La Paz by vehicle. Puerto Acosta, also on the altiplano, is located about seven hours 
from La Paz partly on the shores of Lake Titicaca, bordering Peru. Muiiecas and Bautista 
Saavedra provinces border the Camacho province on the east and north. The altitude in these 
areas ranges from about 11,500 to over 15,000 feet above sea level. 

The combined population of the three areas where child survival activities will be carried out is 
estimated at 43,375 (not including Muiiecas and Bautista Saavedra) and is almost exclusively 

by Aymara Indians. Target populations for child survival activities include 33,683 
women, infants and children (including hhiiecas and Bautista Saavedra). (See Section A. 2 for 
population tables.) 

Approximately 46% of the population is illiterate with illiteracy rates among women about 64% 
and about 26% among men. (I994 Bolivian DHS) Access to education remains limited, with a 
little over one-half the population completing a primary (51h grade level) education. 

The economic productivity ofthese areas is limited'to a one harvest per year production, 
primarily potatoes and high altitude grains such as barley and quinoa. Animal husbandry (cattle, 
horses, sheep and llamas) is another source of income, as well as other limited service work in 
the larger communities. The altiplano population is gradually declining as more people move to 
urban areas, primarily La Paz and El Alto, in search of a better livelihood. The remaining 
population in these areas is increasingly older individuals, mothers and children. 

Mothers are the primary caretakers of infants and children. As children get older they may 
become caretakers of their younger siblings and stay at home while mothers work in the fields. 
Major decisions about health care, which require family funds, are made by men. When fathers 
are not at home (working in the city, etc.), mothers are frequently hesitant to seek out health care 
whether for themselves or for their children. 



ARHC/CSRA has identified various levels of high-risk groups. Infants under one month and 
between one and 12 months are considered high-risk groups because of the high morality rates 
for these age groups. Pregnant women under 18 and over 35 years of age and women who have 
more than five children are considered high risk because of the expected high maternal mortality 
rates in these age groups. Within each project area, staff have further identified populations that 
are difficult to access and consider these populations to be high risk. 

There are several challenges to the successful completion ofthis project. One particular 
cnnstraint is the unstable local government environment and the lack of confidence among some --... ~ - - 
communities in NGO capacity, based on past negative experience. The law of popular 
participation is still undergoing changes, creating uncertainty about municipal participation and 
support. Also, there is a cultural barrier between western medical practice and the traditional 
indigenous understanding of health versus illness. This is particularly difficult when developing 
educational materials. The classic health education messages proposed by WHO and UNICEF 
do not appear to be having much effect on behavior change, and there is a continuing need to 
redesign key messages to facilitate clearer communication. 

Geographic access and poverty are serious constraints in many areas, especially the new service 
areas. Most of the population of this area have little or no cash income and do not participate in 
the,formal economy. The low level of education, especially among women, is a chronic 
constraint in completing education objectives. Finally, the Camacho (Carabuco/Ambana/Puerto 
Acosta) and Omasuyos (Ancoraimes) provinces are the most severely impoverished areas of 
Bolivia. 

Over the past ten years infant mortality rates in Bolivia have been steadily declining. (1994 
Bolivian Demographic and Health Survey, DHS) The overall 1994 infant mortality rate is 75 per 
1,000 live births in contrast to a 1984 estimate of 105, with considerable variation between urban 
and rural rates. The level of the mother's education, language used in the home, income and 
access to prenatal care affects these rates. For example, the 1994 rural infant nlortality rate is 
reported to be 106, and the altiplano rate is 96 compared to 69 in urban areas. In cases where 
mothers have little or no education the rate is 122 compared to a rate of 38 for mothers who have 
some high school education. The mortality data collected by ARHC during the past ten years 
strongly suggest that the still-high mral and altiplano rates reported by the DHS are consistently 
underreporting actual rates, by as much as 33%. 

Childhood mortality rates (less than five years of age) in Bolivia also have been decreasing. In 
1984 the overall childhood mortality rate was measured at 168 and in 1994 it was reported to be 
116. These rates also vary within the country, based on urbanicity, maternal education, income 
and geographic location. The average rate for rural areas is 162, while in the altiplano it is 142 
and in urban areas it is 104. Among mothers with no education the childhood mortality rate is 
187, while with mothers with some high school education the rate is reported to be 49. 

The maternal mortality rate in Bolivia is very high. The 1994 Bolivian DHS reports 591 deaths 
Per 100,000 live births for the altiplano, and an estimated 929 deaths per 100,000 live births in 



the ~ r a l  altiplano. For this reason, ARHCICSR.4 has focused on strengthening maternal and 
reproductive health activities in the context of child spacing promotion. We will also consider 
low weekly doses of Vitamin A supplementation to pregnant women (which has been reported to 
reduce maternal mortality as much as 44%), given further positive reports in the published 
literature. 

ARHCICSRA has generated estimates of age-specific and cause-specific childhood morbidity 
and mortality rates for Carabuco and Ancoraimes. For example, in Carabuco the leading causes 
of death for children under five are asphyxia, malnutrition, diarrhea, accidents and stillbirths. In 
Ancoraimes the leading causes include asphyxia and A N .  (See tables below). 

Leading Causes of Moi-fali@for Children Under Five in Bolivia 

Primary Cuuscs ofDeofhjor Infants and Children 
Under Five in rhe Carabuco ondAncoraimesHeal~h Areu, 1997 

Source: F i  

I Public and Private Child Survival Related Pro, orams 

There are two public organizations working in the target project areas. Child Health Care (CCH) 
has a project entitled, Strengihening the North Val/eyA/fiplano Heal~hDistricr, which is funded 
by USAID. Medicos Sin Frontera (MSF) has a project called Strengthening the Illanpu Health 
District. The primary goal of these projects is to strengthen the managerial and administrative 
skills of district health personnel, who carry out child survival activities in the districts 



mentioned. Key areas of work include: infrastructure, equipment, continuing education, 
community education and health management systems. The health services that they support 

to state health services. 

PLAN International Altiplano is the only other private organization working in the altiplano. 
They work in several Ancoraimes communities and coordinate their health-related activities with 
ARHCICSRA. PLAN'S goal is to improve the quality of life in communities where they work. 
They work in education, health, road infrastructure, and other development activities. Their 
health activities focus on strengthening health district personnel skills, especially in the areas of 
continuing and community education. 

D. Program Design 

The basic ARHCICSRA intervention is based upon a census-based, impact-oriented (CBIO) 
approach to health care delivery. After establishing a working relation with a potential 
community, conlmunity health workers (CHWs) are identified from within the communities and 
trained to provide selected health care and education services. The CHWs coordinate with 
community members to conduct censuses ofthe service area, number houses, and draw maps of 
each community. They also collect and maintain basic demographic data and vital statistics 
(births, deaths, and migration) on each household and community. Then, they begin a schedule 
of regular home visits coupled with group health and nutrition education activities. Basic health 
services are also provided through centralized health clinics and remote health posts. The pattern 
of home visitation is based, in part, on local mortality data. 

The CBIO approach permits project staff to assess the primary causes of illness and death within 
communities and focus program resources on resolving these health problen~s. The collection of 
high quality data, including census and vital events data, allow a precise measurement of service 
impact. Further, previous analyses have shown that the causes and patterns of mortality differ 
across the geographic zones in which ARHC works and have demonstrated clear improvements 
in key indicators, including a statistically significant reduction in the childhood mortality rate. 

CSRA staff for each project site will be responsible for implementing CS activities. Direct 
health services are provided at each of the project health clinics and various health posts. In 
addition, community health workers (CHWs) will provide routine home visits. Both a CSRA 
and MOH sponsored physician are available in each of the service areas as well as a field 
supervisor. 

CS services offered during this project may be described as either census-based, or as mobile 
team based, depending upon the status of the community. A basic goal of this project is to 
extend census-based services (which are much more comprehensive than the mobile team 
approach) from a baseline of 58 censused communities to a final set of 136 communities by 
project's end. In non-censused areas, mobile health teams will visit the more populous 
communities four times a year to offer basic curative services, as well as preventive education. 
In Puerto Acosta, ARHCICSRA will let the communities in Puerto Acosta dictate the pace of 
geographic expansion and range of services offered. 



Currently, the Carabuco area has one CMV per 1,141 inhabitants, Ancoraimes and Ambana have 
CHW per 2,800 inhabitants, and Puerto Acosta has one CHW per 4,432 inhabitants. We 

plan to build toward having one CHW for every 1,500 to 2,000 inhabitants in order to effectively 
implement the CBIO approach. 

each service area personnel include: a public health physician in the position of local Project 
Director; an MOH sponsored physician; a field supervisor; paid field staff (mostly auxiliary 
nurses), part time community health volunteers, and limited support personnel. There are 53 
paid employees among the three project sites and the entire staff is Bolivian. In Carabuco, 
CSRA maintains one recently renovated central health clinic and nine remote health posts. 
Ancoraimes has a six-bed hospital and three newly built remote health posts. In Puerto Acosta, 
there are currently two health posts in good condition and two in poor condition. Each program 
site has at least one vehicle, medical equipment and a pharmacy. The CSRA central oflice is 
located in La Paz and maintains a paid staff of 15. 

Currently ARKCICSRA is reviewing the content of the H S  and making necessary updates to 
improve tracking of selected CS indicators on a monthly and annual basis as well as improving 
the management of project implementation and reporting. 

We will be offering training opportunities to municipal and community leaders both in our 
service areas, as well as in the adjacent provinces of Muiiecas and Bautista Saavedra. Although 
the LHBs in these provinces have already been formed, they seldom meet. In fact, in some 
municipalities they have yet to formally meet. However, there is strong interest among 
community leaders and members for training future municipal leadership. We also hope to 
involve women in these training workshops, which would be an unusual and innovative step 
fonvard in Bolivia. 

These training workshops will include such topics as: issues in public health; the contents of 
new Bolivian government laws related to health; the hnctions, responsibilities, and authorities 
within local health systems; planning and budgeting for health systems; financial analysis; and 
the principles of the CBIO methodology. The workshops will be offered at least twice annually 
during the four-year period. Three indicators we will use to evaluate the success of these 
workshops will be: 

increased geographical accessibility of health services and personnel through new or 
improved infrastructure and additional health staff; 
increased resources for primary health care as reflected in municipal budgeting and spending; 
and, 
increased activities of LHBs, with more meetings, better attendance, and increased scope and 
importance of the types of decisions undertaken. 



Estimated ARBCICSRA Beneficiary Population 

Childbearing Age 1 2,674 I 
(15-49 vrs.) I 

Children to 6 v s  I 410 439 688 NIA 
I 

NIA 1,537 

Estimated Live I 
873 2,064 942 528 5,262 

6,616 10,984 6,935 3,889 33,713 . 
Births (yrs 2,3,./) 1 855 

TOTAL 5,289 

Cunent C S U  field staff are trained in all key CS intervention skills. The Community Health 
Workers (CHWs), Health Volunteers (HVs), supervisors and physicians will receive ongoing, 
subject-specific training during the course ofthe project. 

CSRA actively collaborates with several hospitals in La Paz and El Alto in order to place 
patients with complicated problems, and most referred altiplano patients go to the Catholic 
Hospital in Escoma, where we maintain good relations. Patients are referred according to the 
quality of care and specialty of the hospital. ARHCICSU plan to increase the number of 
agreements with hospitals in the city of El Alto, which has several acceptable hospitals that are 
closer geographically to the project areas than La Paz. Also, many family members of patients 
live in El Alto. 

ARHCICSRA collaborates with other private organizations in all of the proposed project sites. 
In Ancoraimes, ARHCICSRA works closely with the Iglesia Eva~tgelica Metodisfa Boliviam 
(IEMB), which owns the infrastructure of the Ancoraimes hospital. ARHCICSRA is currently in 
a second three-year agreement with the BMC for the management of their facility. The BMC 
also provides some knding for project activities. 

Also in Ancoraimes, in July 1996 CSRA signed an agreement with CARE and the National 
Ecumenical Development Association (ANED) for the organization of women's community 
banks for microcredit access. CARE will provide funding and technical assistance and ANED 
will provide additional funding and will administer the credit to the village banks. CSRA also 
will provide fimding and facilitate entrance into the communities, as well as meet with the 
groups of women to provide health-related activities. 

AS mentioned previously, PLAN International Altiplano works in several Ancoraimes 
communities and coordinates their health-related activities with ARHCICSRA. PLAN'S goal is 
to improve the quality of life in communities where they work. They work in education, health, 



road infrastructure, and other development activities. Their health activities focus on 
,trengthening health district persomel'skills, especially in the areas of continuing and 
community education. 

In project areas, coordination will take place with the schools for the provision of selected 
he&h services, and especially for preventive health education activities. Limited coordination 
also will be explored with'the Naval Base located within project area boundaries. INTERVTDA 
is a Spanish NGO that has provided limited support for the health system. For example, they 
paid to have the project dental equipment repaired. 

ARHCICSRA currently collaborate with the Peace Corps by sponsoring a water and sanitation 
volunteer, who is in the process of organizing a project for the Water and Sanitation Department 
of the Puerto Acosta local municipal government 

E. Partnerships 

Public Sector 

The configuration of public health roles and responsibilities at the national, regional and local 
levels has changed twice in the last two years. These changes reinforce the observation that the 
Bolivian health care system has been, and probably will continue to be, in considerable flux. 

Public health care providers in Bolivia include the Ministry of Health (MOH), the Department 
Health Units (DHU), the Health Districts, the Local Health Boards (LHBs) and the local network 
of public, private and non-profit health care providers. The MOH sets overall policies and 
direction of the health sector. The DHU is responsible for implementing national health policies 
at the departn~ental level. They are also responsible for staffing government health services and 
for developing departmental MOH budgets. The Health District is responsible for the 
implementation of national and regional health policies among several rural municipal 
governments and for the supervision of all personnel who receive salaries from the MOH. The 
LHB is responsible for the management ofthe health system for the municipality. The Oversight 
Committee (OC), which is democratically elected by the communities in a separate annual 
electoral process, is supposed to represent the interests of the communities in the activities of the 
municipal government, and to exercise control over municipal activities. Finally, the local 
network of health services is made up of the hospitals, health centers, and health posts offering 
services in each municipal jurisdiction. 

The main resource contribution made by the MOH is salaried staff. During 1997, the MOH 
nearly doubled the number of staff in the project areas from 13 to 23, including physicians, 
graduate nurses, auxiliary nurses, dentists and support staff. However, projects remain 
understaffed, particularly the Puerto Acosta project area, so requesting more staff from the 
regional government will continue to be a priority. This will not be easy, especially over the 
next two years because the project areas recently received a large number of new positions and 
theMOH does not appear to have the resources to increase their commitment. The main 
limitation related to MOH personnel, particularly the physicians, dentists and graduate nurses, is 
the constant change due to the fact that they are assigned for just one year of obligatory service. 



Changes among auxiliary nurses can be frequent also, and new staff frequently do not share the 
same vision or values as the ARHCICSRA staff, making for delicate and off en unstable staffing 
situations. 

The government also provides certain medical supplies and materials, such as vaccines, vitamin 
A, iron supplements, TB medications and contraceptives. So far, this has proven to be a fairly 

source of these sugplies, with some notable exceptions. Although we have been able to 
account for the MOH's financial contribution for salaries, we have not been able to secure 
information about the costs of the medicines and supplies. 

The municipal governments have recently become responsible for constructing, equipping and 
maintaining new and old health infrastructures in their respective jurisdictions. They are also 

to pay the utility bills and other recurring operating expenses. Finally, they have been 
asked to h n d  the maternal and child health insurance package. Significant resources have been 
decentralized for the municipalities to undertake these responsibilities as well as similar ones in 
education, productive infrastructure (such as irrigation and electrification), culture and sports. 
The exact portion allocated for health is not specified, although we know a small portion (less 
than 3%) is for the insurance plan. In ARHCICSRA's written agreements with each LHB, 
municipal governments have committed then~selves to providing 10% of their budget toward the 
health care systems as counterpart contributions. 

In addition to providing financial resources, the mayor or a representative presides over the LHB. 
This is designed to give local authorities more authority in the management ofthe health system. 
Unfortunately, MOH officials often appear not to understand this, and there are frequent 
unilateral decisions and conflicts over issues of personnel and resource allocations. Because the 
joint undertaking of the health system is new, LHBs in most rural areas do not meet more than 
once or twice a year. The principle responsibilities ofthe LHB include: 1) developing the 
budget for the local health system; 2) working with the regional health authorities to secure 
sufficient assignment of human resources; 3) monitoring and evaluating implementation of 
operational work plans of clinics and health posts; 4) harmonizing operational and strategic 
plans; 5) encouraging and developing written agreements for the provision of services with the 
different organization and institutions that make up the  national health system; and 6) 
establishing their own policies and procedures according to guidelines provided by the MOH. 
(Summarized and translated from Article 23, Chapter V, Supreme Decree #24237.) 
AWCICSRA will be working with authorities on developing a set of model policies and 
procedures covering issues including personnel, transportation, vehicle use and maintenance, 
communications, information systems, program evaluation and fixed asset use. 

ARHCICSRA will dedicate substantial project efforts toward networking in this very complex 
environment. CSRA's National Director, Technical Coordinator and local Project Directors will 
spend as much as 25% of their time promoting and participating in meetings, training sessions, 
visits and evaluations, both within each project area as well as in La Paz. Project accountants 
will also be actively involved in preparing proposals, up-to-date reports and presentation 
materials. Local administrators will be involved in monitoring construction and purchasing 
equipment, materials and supplies. 



NGOs 

m C / C S R A  collaborates with several NGOs in the altiplano. In Ancoraimes in July 1996 
cSRA signed an agreement with CARE and the National Ecumenical Development Association 
( m D )  for the organization ofwomen's community banks for microcredit access. CARE will 
provide finding and technical assistance and ANED will provide additional finding and will 
administer the credit to the yillage banks. CSRA also will provide hnding and facilitate 
entrance into the communities, as well as meet with the groups ofwomen to provide health- 
related activities. 

PLAN International Altiplano works in several Ancoraimes communities and coordinates their 
health-related activities with ARHC/CSRA. PLAN'S goal is to improve the quality of life in 
communities where they work. They work in education, health, road infrastructure, and other 
development activities. Their health activities focus on strengthening health district personnel 
skills, especially in the areas of continuing and community education. INTERVIDA is a Spanish 
NGO that has provided limited support for the health system. For example, they paid to have the 
ARHC/CSRA dental equipment repaired. 

.4RHC/CSRA currently collaborate with the Peace Corps by sponsoring a water and sanitation 
volunteer, who is in the process of organizing a project for the Water and Sanitation Department 
of the Puerto Acosta local municipal government. The project will oversee quality, maintenance, 
and organizational aspects of community water systems among the 105 communities in the 
Puerto Acosta Area. The volunteer and his local counterpart are undergoing an inventory of 
existing water and sanitation infrastructure as well as an assessment of future needs. Also, Water 
For People, a non-profit formed by volunteers of the American Water Works Association 
(AWWA) who provide technical and professional expertise to water projects in developing 
nations, will be providing ARHCICSRA with selected technical and financial support for various 
communities in the altiplano. 

Community-Based Organizations 

CSRA works closely with the Si~~dicafo Asario (union of small farmers) in each community, to 
which all families in the community belong. The Sindicafos make communal decisions and 
approval is required before censuses are undertaken. In fact, the census is undertaken with their 
participation. They meet periodically, about four to ten times a year, depending on the 
community. CHWs attend these meetings two or three times a year and report to the community 
on health related issues. The "General Secretary" of the Sindicato and his assistants (positions 
that are rotated among community members every year) participate in the annual inventory of the 
health post and meet with the CHW according to the prearranged schedules. Community 
members may present concerns about services with the General Secretary who, in turn, discusses 
these concerns with the local Project Directors or with a representative of the municipal 
government. Because of the annual changes in community authorities and the numerous 
demands on their time, it is often difficult to get community authorities involved and interested 
in the health system. 

Communities are formally represented on the LHBs through the municipal Oversight 



committees ( 0 0 ) .  Although these committees as yet do not finction well, the president of the 
oc (who also is democratically replaced every year) does sit on the LHB and participates in 
decision making processes. We will be providing training to OC members on the law of Popular 
participation, public health issues, and the structure and fbnctioning of the local health system. 

F. Health Information System 

The CSRAIARHC ~ e a l t h  Infarmation System (HTS) is fblly operational at all levels and an 
integral part of our health program services. CKWs collect health data on families using HIS 
forms created by staff and other forms From the MOH, during home visits and through clinic 

CHNs also record data fiom group educational sessions in family health folders, which 
are then stored in health posts or clinics. The forms undergo revisions periodically in an effort to 
improve and streamline information. Key data collected include vaccination coverage, growth 
monitoring, and reported or observed illnesses and the treatments offered. Vital events also are 
updated regularly including births, deaths and migrations. Staff revise census data on an annual 
basis, C I W s  summarize the data monthly onto standardized HIS reporting forms, give to 
supervisors for review, who pass the information along to the national and headquarters offices. 

Field supervisors, who make periodic visits with field staff (CHWs and HVs), carry out ongoing 
monitoring of project activities. During these visits methods are reviewed and if problems are 
noted, they are immediately shared and retraining is provided. Supervisor's written assessments 
of field staff are reviewed bi-monthly by project directors, who then provide feedback to staff 
members. 

Data collection information is shared with all staff during routine monthly meetings, including 
quality assurance meetings. Discussions in these meetings revolve around the nature and quality 
of the data, problems, and how to develop solutions to the problems. Program data is shared 
with communities through periodic presentations and through prominently displayed summaries 
of key data of interest to the communities. 

Besides these monthly analyses, program progress will be monitored through annual evaluations, 
a mid-term evaluation, and a final W C  survey and final evaluation. For the past four years, 
ARHCICSRA has implemented an annual project evaluation and planning process in all of its 
Bolivian project areas. These evaluations serve as learning tools for the community members, 
CHWs and other staff, in addition to being a basis for independent assessment of program 
progress. The evaluation begins with a workshop, usually of three to four days duration, for each 
project. Thus far, this has taken place during December. During that time, all project staff, 
selected La Paz administrative staff, and invited guests (including ARHC HQ staff) careklly 
review the annual plan for all objectives, activities and indicators of the year just ending, and 
review and analyze extant data which correspond to these indicators. These activities are 
conducted in a small group format, and the results presented in a plenary session. Comments are 
taken From the floor, and a set of recommendations for improvement finalized for each topical 
area on flip chart paper. A typist enters all presented data into a portable computer, and these 
results are later reviewed and finalized by the local project director as an annual evaluation 
report. 



January, the local project staff meet yet again for a three-day planning workshop. During that 
time they consider the activities of the past year, the results of the previous annual evaluation, 
and any other recommendations or considerations which may have arisen outside of the annual 

format. (For exampl~, we may consider KPC data, the CS mid-term evaluation, or 
other evaluation reports required by other funding agencies). The result of this process is a 
comprehensive written annual plan, which includes quarterly benchmarks for all activities. More 
detailed quarterly plans are developed by staff during the year, and each CHW also prepares 
monthly plans, in order to organize the considerable work planned. On average, there are 18 
topical areas which are included in the annual plan, and which include all interventions, 
reporting, training and supervision, and administrative support, among others. 

An external consultant will conduct a mid-term evaluation during September I999 and 
ARHCJCSRA staff will conduct a final evaluation during July 2001. Also, a KPC survey similar 
to the one conducted in November 1997 will be carried out in each project area during June 
2001. EPI-Info statistical soAware will be used for data analysis of the KPC surveys. 

Cufrently, ARHCJCSRA field supervisors use supervisory forms for verifying activities carried 
out by CHWs and to confirm there are adequate supplies of materials. (Please see Appendix G. 
for copies of these forms.) Field supervisors spend one day a month observing and assessing the 
knowledge and practices of each CHW and reviewing the available supplies, drugs and 
equipment. Upon completing the supervisory form, the field supervisor discusses the results 
with the CHW, focusing on strengths and weaknesses. Together they determine reachable goals 
to be achieved during the following month. 

Although these forms are useful, they do not adequately measure the CKlV's con~munication 
skills and performance of activities. In order to address this, Quality Improvement Checklists are 
being developed to standardize and in~prove key processes that CHWs conduct on a daily basis. 

During the first year ofthe project, checklists on Behavior Change Communication and Growth 
Monitoring will be developed and modified for use in each project area. Tom Davis and Sara 
Lewis Espada will provide two days of training to field staff and three days of field testing. 
Training notes have already been prepared and translated into Spanish. In year two, staff will 
develop Pneumonia and Diarrheal Case Management checklists and in year three they will 
develop Child Spacing and Nutrition/Micronutrients. Each time a quality improvement checklist 
is implemented, the CHWs' scores will be recorded on the checklist. The staffwill set goals for 
a steady progression of the scores. The focus will be on encouraging CHWs to continue doing 
what works, while informing them of what they still need to do to further improve their 
performance. Continuing education activities will then be linked to the results of the supervisory 
process by using the checklists to identify weaknesses. 
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Attachment 2: Mid-Term Evaluation Team Members and Titles 

Note: The following persons were active participants in interviews and workshops. 

Location: La Paz 

Name Title 
Nathan Robison Executive Director 
MirIha Aguilar 
Francisco Prudencio 
Gonzalo Medina 
Virginia LozanO 
Maria Elena Ferrel 
Nelly Marca Rivera 
La Rue K. Seirns 
Sara Espada 
Marcela Mendoza 
Ramiro Lanque 
Franz Trujillo 
Jose lbanez 
Gloria M. Lairne 
Ricardo Hidalgo 
Maria Eugenia Huanca 
Martin Chiri 
Joaauin Pacosillo 
 aria Angelica Requelrne 
Osbaldo Miranda 
Maclovio Marnani 
Luciano Tintaya 
Victor Hugo Medina 
Basilia Laime 
Ubaldo Quelali 
Sirneon Barra 
Prudencio Ramos 
Jose Luis Antezana 
Carla Mendoza 
Lucia Heredia 
Nelly Mendieta 
Wilson Zarnbrana 

Project Director 
Project Director 
Administrator 
Coordinator/Reproductive Health 
Technical Manager 
Technical Advisor 
Team LeaderIConsultant 
Technical ManagerIHQ 
Secretary 
Project Director 
Project Director 
Statistician 
Director of Finance and Adrnin. 
Director of Human Resources 
CoordinatorlReproductive Health 
Supervisor, Ancoraimes 
Supervisor, Ancoraimes 
Nurse, Ancoraimes 
Administrator, Ancorairnes 
Supervisor, Puerlo Acosta 
Supervisor, Puerto Acosta 
Administrator, Puerlo Acosta 
Coordinator/Reproductive Health 
Supervisor, Carabuco 
Coordinator, Ambana 
Logistician 
Assistant Logistician 
Accountant, Carabuco 
Accountant, La Paz 
National Administration 
Office Assistant 



Location: Carabuco 

Name TitlelOrganization 
Mirlha Aguilar Project Director 
Francisco Prudencio . . 

Ubaldo Quelali 
Jose Luis Miranda 
Maria Perez 
Virginia LozanO 
Luis Fernando Palacios 
Carla Mendoza 
Gonzalo Medina 
Francisco Quispe 
Cruz Apaza 
Jose Cutipa 
Gregoria Huanaco 
ismael Yuque 
Juan Carlos Quispe 
Maria Elena Ferrel 
Nelly Marca Rivera 
La Rue K. Seims 
Sara Espada 
Marcela Mendoza 
Rene Yujra 
Felipe Mollinedo 
Martha Rios 
lsodro Paucara 
Luis Pacosillo 
Jose lbanez 
Jose Luis Antezana 
Juan Carlos Mendoza 
Carmen Cornejo 
Guillermo Teran 
Manuel Hilari 
Hugo Luna 
Gabriel Carl 
Margarita Ticona 
Julia Rosa Chayna 

project Director 
Supervisor 
Area Doctor 
Nurse 
~oo~dinator /~e~roduct ive Health 
Dentist 
Accountant 
Administrator 
Auxiliary Nurse 
Auxiliary Nurse 
Auxiliary Nurse 
Auxiliary Nurse 
Auxiliary Nurse 
Auxiliary Nurse 
Technical Manager 
Technical Advisor 
Team LeaderIConsultant 
Technical ManagerIHQ 
Secretary 
Municipal Office 
HAM 
lntervida 
Driver 
Caretaker 
Statistician 
Logistician 
Auxiliary Nurse 
Regional MOH 
District Director, Camacho 
Municipal Office 
Municipal Office 
Agricultural Center 
Promoter 
Promoter 



k Location: Ambsna 

\ Name TitlelOrganization 
Mirtha Aguilar Projed Director 
Francisco Pmdencio Projed Director 
Ernest0 Lirnachi 
Darniana Escobar 
Simeon Barra . 

Ramon Surco . 
Ernest0 Cahuana 
Eduado Kapa 

17- 
I i Gonzalo Medina 

Carla Mendoza 
Virginia LozanO 
Toribio TUCUD~ 
Mafia Elena 'Ferrel 
Nelly Marca Rivera 
La Rue K. Seims 
Sara Espada 
Marcela Mendoza 
lsidro Paucara 

Area Doctor 
Auxiliary Nurse 
Coordinator 
Auxiliary Nurse 
Auxiliary Nurse 
Auxiliary Nurse 
Administrator 
Contadora 
CoordinatorIReproductive Health 
Promoter 
Technical Manager 
Technical Advisor 
Team LeaderIConsultant 
Technical ManagerIHQ 
Secretary 
Dn'ver 

Dr. Pefez 
Rene Yujra Municipal Office 
Apolinar Agricultural Center 
Luis Pascosilio Pofier 
Jose Luis Antezana Logistician 



Location: Ancoraimes 

Name TitlelOrganization 
Gustavo I. Tapia National Health Advisor, PLAN Int. 

Gabino omispe 
Alejandro Caudon 
Franz Tujillo 
Rosio Montes 
Maria Requelme 
Maria Eugenia Huanca 
Jose Martinez 
Alba Blanca 
Martin Chiri 
Joaquin Pacosiilo 
Osbaldo Miranda 
Paulino Loza 
Pablo Sinani 
Sabina Poma 
Hilarion Sunavi 
Luis Cacasaca 
Lourdes Puma 
Jacinto'Castro 
Alejandro Casablanca 
Pablo Apaza 
Maria Elena Ferrel 
Nelly Marca Rivera 
La Rue K. Seims 
Sara Espada 
Nelly Mendieta 
Angel Revollo 
Felipe Copa 
Jose Luis Antezana 
Jose ibanez 
Ernesto Calla 
Elsa Quispe 
Miguel Sinani 
Alejandro Poma 
Miguel Sarzozo 
Eleuterio Achata 

Specialist in Natural Medicine 
Reporler, Radio San Gabriel 
Project Director 
Area Doctor ., 
Nune 
Coordinator 
Dentist 
Dentist 
Supervisor 
Supervisor 
Administrator 
Auxilialy Nurse 
Auxiliary Nurse 
Auxiliary Nurse 
Auxiliary Nurse 
Auxiliary Nurse 
Auxiliary Nurse 
Auxiliary Nurse 
Driver 
Caretaker 
Techniei Manager 
Technical Advisor 
Team LeaderIConsultant 
Technical ManagerIHQ 
Secretan'a 
District Director - lilampu 
Coordinator - Lake District 
Logistician 
Statistician 
Coord. Of Rural Districts - La Paz 
Accountant 
Municipal Office 
Municipal Office 
President, Neighbors Association 
Coordinator - Lake District 



Location: Puerto Acosta 

Name ~ i t le l~ r~an iza t ion  
Rarniro Lanwe Proiect Director 
Eliana Torrez 
Viminia Ticona 
Maria Zabala 
Basilia Laime 
Carla Cuba 
Maclovio Mamani 
Luciano Tintava 
Victor Hugo Medina 
PwdenciO Ramos 
lsac Cordero 
Conception Apaza 
Sixto Cancari 
Jaime Avila 
Felix Calla 
Roxana Patzi 
Felipe Condori 
Bertha Quispe 
lsidro Huallpa 
Raul Calamani 
Maria Elena Ferrei 
Neily Marca Rivera 
La Rue K. Seims 
Sara Espada 
Neliy Mendieta 
Milton Pacheco 
Enrique Machaca 
Laureano Machaca 
Jose ibanez 
Samuel Aquise Plata 
Calixto Quispe 
Silvia Gonzales 

~ r e a  Doctor 
Nurse 
CoordinatorIReproductive Health 
CoordinatorlReproductive Health . '  
Dentist 
Supervisor 
Supervisor 
Administrator 
Accountant 
Auxiliary Nurse 
Caretaker 
Driver 
Driver 
Driver 
Area Doctor 
Auxiliary Nurse 
Auxiliary Nurse 
Auxiliary Nurse 
Auxiliary Nurse 
Technical Manager 
Technical Advisor 
Team LeaderIConsultant 
Technic21 ManagerIHQ 
Secretary 
Municipal Council President 
Member Vigilance Committee 
Mayor 
Statistician 
Coordinator, lntervida 
UTlM 
UTlM 
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Attachment 3: Assessment Methodology 

The mid-tern evaluation was conducted in a participatory manner. At each of four 
project locations, interviews were held with stakeholders following by a workshop in which key 
evaluation topics were identified and addressed. Responses From the interviews regarding the 
key topics were shared with all participants at the workshops. After fieldwork was completed, 
staff From each of the project sites attended a final workshop in La Paz where project 
strengthdopportunities, weaknesseslthreats, and recommendations from workshops help in the 
field were reviewed and revised. The La Paz workshop also included a session on lessons 
learned. 

Fieldwork and workshops were completed according to the following schedule: 

December 2-3 La Paz 
December 6-8 Carabuco 
December 8-9 Puerto Acosta 
December 9-12 Ambana 
December 12-14 Ancoraimes 
December15-16 LaPaz 

Methods included: 

A. Analysis of quantitative data, including data from the information system and financial 
data. 

B. Interviews: The following categories of persons were interviewed in La Paz, 
Carabuco, Ambana, Ancoraimes, and Puerto Acosta using interview guides developed 
according to the USAD Mid-Term Evaluation Guidelines 

1. Administrators 
2. Accountants 
3. District Director 
4. DirectorEl Consejo 
5. Program DirectorEl Consejo 
6. Project DirectorEl Consejo 
7. Information Technician 
8. Mothers 
9. Representative of SEDES 
10. Medical One-Year Intern 
11. Representative of HAM 
12. Representative of Another NGO in the Area 
13. Promoter 
14. Auxilliary Nurse 



Questions in the interview @ides were divided into the following sectioris: 

Planning 
community Mobilization 
Comunication to Change Behavior 
Use of Health Post 
Lnstitutional Strengthening 
Training 
Supervision 
Administration 
Human Resources 
Finance 
Logistics 
Information System 
Technical and Administrative Support 
Sustainability Strategy 
Recommendations in General 

C. Focus Groups 

Two focus groups were conducted during the evaluation which dealt with barriers to the 
use of family planning. One was held with women and the other with men. 

D. Review of Clinic Data 
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Attachment 4: List of Persons Interviewed and Contacted 

Location: La Pa2 
Name Title 
ileana M. Baca Coordinator of Activities, USAID 

Robert RidgleY General Director. Crecer 
Nathan Robison . Executive Director 
Gloria M. Laime Diredtrr of Finance and Adrnin. 
Mafia Elena Ferrel Technical Manager 

Location: Carabuco 
Name Title 
paulina Hilari Mother 
Teodora Caparisona 
Juana Capacicorra 
Juana Coaquira 
Antonia Quispe 
Forlunata Tintaya 
Plyandra Tintaya 
Tomasa Gamarra 
Terisa Caparisona 
Maxima Quenta 
Feligi Maynada 
lonicia Quenta 
Margarita Hilari 
Fabiana Hilari 
Cilistina Hilari 
Ryena Larnta 
Engenia Coaquire 
Eulogia Hilari 
Pascuala Garmarra 
Eduarda Coaquira 
Regina Pacosillo 
Juane Tintaye 
Agustina Arnquipa 
Naxima Laruta 
Matiaga Coaquira 
Feligi Maynada 
Autonia Hilari 
Sofia Avila 
Nieves Hilari 
Maria Hilari 
Victoria Seruta 
Pascuala Hilari 
Reni Gupa 
Felipe Mollinido 
Julian Quispe Teobel 
Juan de Dip estaca 
Ganicoa 
Mirtha Aguilar 

Mother 
Mother 
Mother 
Mother 
Mother 
Mother 
Mother 
Mother 
Mother 
Mother 
Mother 
Mother 
Mother 
Mother 
Mother 
Mother 
Mother 
Mother 
Mother 
Mother 
Mother 
Mother 
Mother 
Mother 
Mother 
Mother 
Mother 
Mother 
Mother 
Mother 
Mother 
Rep. Municipal Health Commission 
Administrator, Municipal Office 
Secretary of Health 
Secretary of Health 
Secretary of Health 
Project Director 



Location: Ambana - 

Name Title 
Armando Clazaton Promoter 
Mopa Huire Promoter 
Francism Alvarez Promoter 
Copusquie Teofilo Serie Promoter 
Santiago Pampa . Promoter 
Antonio Mauiani ~;omoter 
Parete Promoter 
Florencio Quispe Machace Promoter 
Schueriquien Promoter 
Rerie Sona Adicoza Promoter 
Pablo Chiara Promoter 
Gawar Quille Promoter 
Neniecio Quispe Promoter 
Chipuspuri Promoter 
Cipriano Choque Promoter 
Cumaptia Promoter 
Foibio Tucupa Promoter 
Chuani Benrake Marnaui Promoter 
Cutushuaya Pascua Mollo Promoter 
Caldria Lino Riveras Promoter 
Chorobauiba Promoter 
Jesus Quispe Promoter 
lzahuaza Promoter 
Simeon Barra Supervisor 
Ernesto Cadruana Auxiliary Nurse 
Eduardo Kapa Chiri Auxiliary Nurse 
Virginia Lozano Coordinator 
Ernesto Limachi Quispe Area Doctor 
Danriana Osiodrry Auxiliary Nurse 
Pedro Machicado Flores Local Official 
Sonobia Mamani Local Official 
Albedo Nina Local Official 
Francisco Mamani Local Official 
Chuani Chipuspori Pasavani Local Official 
Carla Mendosa AccountingIAdmin. 
Damian Escobar AccountingIAdmin. 
isidro Panca Accounting/Admin. 
Francisco Prudencia AccountingIAdmin. 
Gonzalo Medina AccountingIAdmin. 
Mirtha Aguilar Project Director 
Ramon Sirco Promoter 



Location: Ancoraimes 
Name Title 

unknown 35 Mothers in Okola Village 
8 Fathen in Okola Viliage 
Project Director 

Unknown 
Franz Trvjillo 
osvaldo 
Joaquin 
Martin 
Jose Luis 
Maria Requelence 
Rosio Montes 
Ernest0 Calla 
Sabina 
Angel Revollo 
Gustavo I. Tapia 
lspaya Este 
Defina Porna 
Clenoufe Porna 
Genero Pomo Pacoma 
Faustina Ponedosa 
Gabino Quispe 
isaaca Poma Mamani 
Clernente Quispe 
Justina Burgoas 
Albedo Quispe 
Genara Marnani 
Francisco 

Administrator 
Auxiliary Nurse 
Auxiliaty Nurse 
Logistician 
Nurse 
Medical Intern 
Coord. Of Rural Districts - La Pa2 
Auxilialy Nurse 
District Director - llarnpu 
National Health Advisor, PLAN Int. 
Mother 
Promoter 
Promoter 
Promoter. 
Promoter 
Promoter 
Promoter 
Promoter 
Promoter 
Promoter 
Promoter 
International Eye Foundation 



Location: Puerto Acosta 
Name Title 
Samuel Aquise Plats Coordinator, Intervida 
Maria Rios 
Rafael Villa 
Gregorio Villa 
Justin0 Villa 
pascual Villa 
Emesto Mamani 
Enrique Machaca 
Antonio Quispe 
Juan Arpa Mamani 
lsabela Chambi 
Salina Quispe COcarciO 
Benito Chogue Misa 
Petrona Quispe 
Fricho Villa 
Andrez Villca Mamani 
Damiana Mamani Machaca 
Modesta Muchaca 
Evaristo Marnani 
Genaro Quispe 
Martha Arpa 
Dr. Guerrno 
Paulina Villca 
Francisca Quenallata 
Leonard Agne 
Ramiro Llanque 
Hermare Mirtha Maya 
Lanreano Machaca Yujra 

lnvervida 
Father (Hollomata Village) 
Father (Hollomata Village) 
Father (Hollomata Village) 
Father (Hollomata Village) 
Father (hollomata Village) 
Father (Hollomata Village) 
Father (Hollomata Village) 
Father (Hollomata Village) 
Mother (Hollomata Village) 
Mother (Hollomata Village) 
Father (Hollomata Village) 
Mother (Hollomata Village) 
Father (Hollomata Village) 
Mother (Hollomata Village) 
Mother (Hollomata Village) 
Mother (Hollornata Village) 
Father (Hollomata Village) 
Father (Hollomata Village) 
Mother (Hollomata Village) 
District Director 
Promoter 
Promoter 
Accountant 
Project Director 
Rep. Vicentinas (NGO) 
Administrator. Municipal Office 
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ATTACHMENT 5 

EVALUACIQH A MEDlQ TERMINQ PRQYECTQ CS Xlll 
PQR DE LQS PRllYECTQS = PUERTQ ACQSTA, CARABUCQ, AMBAHRAHCQRAIMES 



CARABUCO AMBANA 
ANcORAIMES 

PUERTO AcOSTA 



NRLURCIOH AMEDIO TERMIHO PROYECTO C S X l l l  
POR PROYEGTOSY GESTIOHES 

ATENCION INTEGRAL A LA'MUJER 
% d e  Embarazadas con 90 Tabletas de Sulfato Ferroso * 



EUAlUAClOH A MEDlO TERMIHO PROYECTO G S  Xl l l  
POR PROYECTOSY GESTIOHES 

ATENCION INTEGRAL A LA'MUJER 
ARO's c o n  s e g u i m i e n t o  s e g l i n  n o r m a  ** 

_-_-__.___. 

ARO's con seguimiento segun norma 

PUERTO ACOSTA CARABUCO AMBANA ANCORAIMES 



EllALUAClOH A lAEDl0 TERMIUO PROYEGTO CS Xll l  
POR PROYEGTOS Y CESTIOHES 

ATENCION INTEGRAL A LA'MUJER 
% de Mujcrcs Embaraxadas con 2 6 mar Doslr dcToxoldc Tchnico ** 

_ 
Porcentaje de Mujeres Embarazadas r con 2 o mas Dosis de TT 

PUERTO ACOSTA CARABUCO AMBANA ANCORAIMES 

Fuenle: Hlstorlas Cllnlcas Pcrlndalcs Blslca 



EYALUAClON AMEOlO TERMlNO PROYECTO C S X l l l  
POR PROYECTOSY GESTlONES 

COXSUO D E S * U ~ ~ L ~ U ~ P ~ L ~ O  ATENCION INTEGRAL A LA MUJER 
010 de  Mujeres en edad fkrtil con planificaci6n Familiar (Mktodo Natural) * 

PUERTO ACOSTA CARABUCO AMBANA ANCORAIMES 

F~enle: SNIS Gesllones 1990 y 1999 





NALUACIOH A MEDIO TERMlHO PROYECTO C S  Xll l  
POR PROYECTOSY GESTlOHfS 

ATENCION INTEGRAL A LA'MUJER 
Consultas nuevas en servicios * 

Porcentaje de Consuitas nuevas en Servicio 

PUERTOACOSTA CARABUCO AMBANA ANcORAIMES 

::wSGa.lim3 9-81 1I)W . 









NALUACION A MEDIO TERMINO PROY ECTO C S  Xlll 
POR PROYECTOS Y GESTIONES 

cowuo D I C ~ U U D R L W * ~ ) N O  ATENCroN INTEGRAL AL MENOR DE 5 A ~ O S  
Vacuna&jn DpT la dosis e n  Menore. d c  1 afio ' 

Vacunacion DTP 



NALUACIOH AMEDlO TERMlHO PROYECTO CSXll l  
POR PROYECTOS Y GESTIONES 

ATENCION INTEGRAL AL MENOR DE 5 A ~ O S  
Vacunaci6n DPT 3a dosis en Menores de 1 aiio * 

Vacunacion DPT 
13, dosis en  Menores d e  I aiio/ 

PUERTOACOSTA CARABUCO AMBANA ANCORAlMES 



Vacunacion BLCj 



EVALUACIOW A MEDlO TERMIN0 PROYECTO C S  Xl l l  
POR PROYECTOSY GESTIOWES 

ATENCION INTEGRALAL MENOR DE 5 A ~ O S  
YacunacMn ANTISARAMPIONOSA en nlhos de 12 a 23 me- * 

Vacunacion ANTISARAMPIONOSA 
en niiios de 12 a 23 rneses 

1 PUERTO ACOSTA CARABUCO AMBANA ANCORAIMES 

Fuenle: SNIS Geslloner 1.998 y 1999 



NALUAGIOW A MEDlO TERMIWO PROYECTO C S  Xlll 
POR PROYECTOS Y GESTIONES 

ATENCION INTEGRAL AL MENOR DE 5 A ~ O S  
Cobertura de  Esquema Cornpleto en niiio d e  12 a 23 meses ** 

1 e n  nifios de 12 a 23 meses 1 

PUERTO ACOSTA CARABUCO AMBANA 



NAlUAClOH A MEDlO TERMIHO PROYECTO CS  Xlll 
POR PROYECTOS Y GESTIOHES 

CONSUO V ~ S U U D X ~ ~ ~ ~ O  ATENCION INTEGRAL AL MENOR DE 5 A& 
Cobertura d e  Esquema Completo en niiio d e  12 a 15 m e s e s  ** 

Cobertura d e  Esquema Cornpleto 
e n  nifio d e  12 a 15 rneses 

PUERTO ACOSTA CARABUCO AMBANA ANCORAlMES 





EYALUfiCIOH A MEUlO TERMIN0 PROYEGTO Xlll  
POR PROYECTOSY GESTlOHES 

CONWOnESAUN R ~ N ~ ~ Y O  
ATENCION INTEGRAL AL MENOR DE 5 A ~ O S  
orci6n de  niiios con CCD en su l e r  rnes d e  vida ** 

- - - ,  
e n  su l e r  m e s  de vida 1 



I I segun norma I 



Cobertura d e  niiios de  12 a 23 meses con 2a 
dosis de  Vita "A" segun norma 

PUERTO ACOSTA CARABUCO AMBANA ANCORAlMES 



Attachment 6 
Sources of Income by Year 



ATTACHMENT 6 

CONSEJO DE SALUD RURAL ANDINO - INGRESO POR LAVENTA ' 
DE SERVlClOS 

10.000 

8,000 

U) 
=r 6.000 -- 
* 

4,000 t 

2,000 - 
h' 

- 1 +- Carab-Amb. 
96-97 97-98 98-99 

A ~ ~ O S  -abAncoraimes 

98-99 
7,216 
9,550 
5,702 

13,328 17,213 22,468 

97-98 
4,877 
6.441 
5,895 

Carat-Amb. 
Ancoraimes 
Puerto A. 

96-97 
3,862 
7,939 
1,527 



96-97 97-98 98-99 
Carat-Amb. 3,230 14,701 43,519 
Ancoraimes 1,333 150 20,081 
Puerto A. 6,476 35,269 53,414 

11,039 50,120 117,014 

CONSEJO DE SALUD RURAL .ANDIN0 - INGRESO LOCALES HAM 

+- Carab-Amb. 

+Ancoraimes 

4 Puerlo A. 



I:. 

CONSEJO DE SALUD RURAL ANDINO - INGRESO LOCALES 
SEDES 

+Carab-Amb. 

+Ancoraimes 

4 Puerto A. 



Attachment 7 
Staff Roles and Responsibilities 



ATTACHMENT 7 

CONSEJO DE SALUD RURAL ANDINO 

GERENCIA DE RECURSOS HUMANOS 

LISTA DE PERSONAL AL 8 DE DICIEMBRE DE 1999 
OFlClNA LA PAZ 

- -- 

flro.1 Hombre I Cargo 
I 

Director Nacional 
Gerente Administrativo 
Asistente Administrativo 
S u b  gerente Tecnico 
Asistente Gerencia Tdcnica 
Administradora Of. La Paz 
Responsable Computos 
Secretaria Gerencia TBcnica 
Secretaria RR.HH. 
Secretaria Dir. Nacionai 
Asistente Logistica 
Asistente de Oficina 
Poriero 
Responsable Logistica 

1 
2 
3 
4 
5 
6 
7 
8 
9 
10 
11 
12 
13 
14 
15 

Nathan Robison 
Gloria Laime 
Gladys Soruco 
Hernin Castro 
Nelly Marca 
Lucia Heredia 
Fernando Sotomayor 
Marcela Mendoza 
Delia Morales 
Nelly Mendieta 
Jose Luis Antezana 
Wilson Zambrana 
Felipe rnendoza 
Prudencio Rarnos 

16 

Gerente RR.HH. 
Asesor Legal 

CONTRAPARTE 

1 
2 

Ricardo Hidalgo R. 
Albedo Goitia 



CONSEJO DE SALUD RURAL ANDINO 
GERENCIA DE RECURSOS HUMANOS 

LlSTA DE PERSONAL AL 8 DE DICIEMBRE DE 1999 
ANCORAIMES 

Nro. I Nombre I Cargo 
I 

1 
2 
3 
4 
5 
6 
7 
8 
9 
10 
11 
12 
13 
14 
15 
16 
17 

Director Ejecutivo de Proyecto 
Administrador de Area 
Conrador de Qrea 
Auxiliar responsable de sector 
Supervisor de Qrea 
Supervisor de drea 
Auxiliar responsable de sector 
Auxiliar responsable de sector 
Radi6logo 
Laboratorista 
Auxiliar responsable de sector 
Responsable de IEC. 
Ex - Directora Ejec. De Proyecto 
Ex - adminstrador de drea 
Ex - Auxiliar de enfermeria 
Ex - Administrador de drea 
Ex - Auxiliar de enfermeria 
Ex - Auxiliar de enfermeria 

Franz Trujillo 
Osbaldo Miranda 
Elsa Quispe 
Pablo Sifiani 
Juaquin Pacosillo 
Martin Chiri 
Sabina Poma 
Luis Cacasaca 
Jacinto Castro 
Basilia Huallpa 
Hilarion Sunavi 
Rosrnary Machaca 
Irma Carrazana 
Noel Mostajo 
Fermin Quispe 
Bernabe Paredes 
Jose Hernani 

18 

Rocio Montes 
Rosio Gemio 
Jose Martinez 
Blanca Alba 
Ma. Eugenia Huanca 
Paulino Loza 
Lourdes Poma 
Alejandro Casablanca 

Pedro Yugra 

MBdico Jefe de Qrea 
Lic. de enfermeria 
Odont6logo 
Odont6loga 
Coordinadora en SSR. 
Auxiliar de enfermeria 
Auxiliar de enfermeria 
Conductor 



CONSEJO DE SALUD RUWIL ANDINO 

GERENClA DE RECURSOS HUMANOS 

AL 8 DE DICIEMBRE DE 1999 
CARABUCO 

dro. l Nombre 

Director Ejecutivo de Proyecto 
Adrninistrador de Area 
Contadora de Brea 
Auxiiiar de enfermeria 
Auxiliar de enferrneria 
Resp. Farmacia1 laboratorio 
Supervisor 
Auxiliar de enfermeria 
Auxiliar de enferrneria 
Lic. Nutricionista 
Auxiliar de enfermeria 
Auxiliar de enferrneria 
Auxiliar de enfermeria 
Auxiliar de enferrneria 

I 
2 
3 
4 
5 
6 
7 
8 
9 

10 
11 
12 
13 
14 

1 I Supervisor 

Mirtha Aguilar 
Gonzalo Medina 
Carla Mendoza 
Jos& Culipa 
Cruz Apaza 
lsmael Yuque 
Ubaldo Quelali 
Francisco Quispe 
Paulina Huarca 
Roxana Sard6n 
Eduardo Kapa 
Gregoria Huanaco 
Demetrio Ticona 
Walter Paucara 
AMBANA 
Simeon Barra 

CONTRAPARTE 

1 
2 
3 
4 

1 
2 
3 
4 

Jose Luis Miranda 
Maria Perez 
Luis Fernando Palacios 
Virginia Lozano 

Jefe Medico de Area 
Lic.Enfermeria 
Odont6logo 
Coordinadora SSR. 

Emesto Limachi 
Ram611 Surco 
Darniana Escobar 
Emesto Cahuana 

Medico de Area 
Auxiliar de enferrneria 
Auxiliar de enfermeria 
Auxiiiar de enfermeria 



CONSWO DE SALUD RURAL ANDlNO 

OERENCU DE RECURSOS HUMWOS 

Titulo 

irector 
acional 

irectores de 
royecto 

erentes de 
rea 

RoI y Carga de trabajo 

1.1.1. Rcsponsabilidad para cl desarroilo e institucionalizacibn de la Visibn, Misibn y objetivos instifucionales. 

1.1.2. Responsabilidad para el desarroilo y fortalecirniento de ia Asarnblea y Directorio. 

1.1.3. Responsabilidad para ei desarrollo y fortalecimiento de la estructura organizational. 

1.1.4. Responsabilidad para la obtencibn de recursos econbrnicos. 

1.1.5. Responsabilidad para la toma de decisiones que afectan costos. 

1.1.6. Responsabilidad para el desarrollo y fortalecirniento de reiaciones interinstitucionales. 

1.1.7. Responsabilidad para la supervisi6n y fortalecirniento del desempefio personal. 

1.1.8. Responsabilidad para el desarrollo e implernentacibn de poiiticas tecnicas y adrninistrativas. 

1.1.9. Responsabilidad para el desarrollo e implernentacibn deplanes de trabajo de corto, mediano, largo plaZ0. 

1.1.10. Responsabilidad por la produccibn de informes o docurnentos escritos de calidad. 

Dentro de la evaiuacibn de un cargo bajo estos criterios, se debe tomar en cuenta la complejidad y frecuencia 
de ias decisiones y si existen pocas herramientas de decisi6n a aquellos cargos que requieren poco criterio 
propio y el empleado recibe instrucciones detalladas que le corresponde ejecutar. 



F Adminislrador 

llimero I Rol y Carga de trabajo 
I 

112.1.1. Rosponsabilidad on la dilusi611 y praclisa do la Visibn. Misibn y Objalivos inslilucionalos. 

I 2.1.2. Rosponsabiiidad p r  docisioncs quo afoclan 10s coslos. Considora a1 gmdo on quo 10s docisionos pucdan alnlar 10s coslos. 10s procios. 
la calidad do ios sonicios. 01 rnaolonimionlo do Ias bucnas rolacionos can [or usuarios. 

4 
2.13. Rosponsabilidad por osludios o invosligacibn. Evalda In camplcjidad. la imporlnncia y 10s roquorirniantos do rcdecclbn do lor lrabajos do 

invosligacibn asignados a1 cargo. 

2.1.4. Rosponsabilidad pi lrabojo craalivo. Eslo crilsrio incluyo la concapci6n. disono y prloccianamianlo do prffiosos, rnblodos, rnalerialos, programas, elc. 

2.1.5. Rosponsabilidad p r  conlaclos con olros. Eslo laclor lorna an cuanla ol grado do rolacionamionlo roquorido con ol pdblico usuario, laclo y buon crilerlo 
on nogociacionas o iniluonciss y d bum lralo roquorido para con ios subnllornos. 

2.1.6. Rosponsabiiidad p r  01 lip y lorma do suporvisibn. 

2.1.7. Rosponsabilidad por a1 nbmoro do omploados suporvisados. 

12.1.8. Rosponsabilldad p r  la elaboracibn y prcscolacibn do inlormos. propuoslas y dffiumonlosdo calidad. 

2.1.9. Conffiimionlos roquoridos para el cargo. 

2.1.10. Complejidad do las lamas e roalizarso. 

2.1.11. Respoorobilidad p r  01 monojo do dalos confidcncialar. 

2.1.12. Capacidad do irebajo on Equipo. 

2.1.13. Rosponsabilidad on ol manojo do conflidos an 01 Sroa. 

2.1.14. Capacidad do lidomgo dc sorviclo. 

2,135. Riosgos inovilabios. Eslo laclor mido 10s riosgos nsicos inhorcnlas al cargo. 

2.1.16. Rosponsabilidad p r  01 manojo do rondos 6 dinoro. 

2.1.17. Rosponsabiiidad p r  la axaclilud do los lrsbajos. 

2.1.18. Rosponsabilidad por planilicacibn. Eslo laclor ovalia la rosponsabilidad do1 cargo para la planificacibn a cod0 y mcdiano plazo. Considora el  orado 
on quo las docisionas pvadon alodar 10s coslos, 10s prccios. la calidad do 10s sorvlcior, a1 manlonimionlo do las buaoas roiscionos m n  los usuarias. 



Titulo 

Administradar 
de Area. 

Thcnico on 
Salud 

Thcnlco on 
Comunlcaci6n 

Thcnico on 
Compufaci6n 

Conladores 

Nlimero I Rol y Carga d e  trabajo 
I 

213.1.1. Rosponsabilidad por ia dilusi6n y praclica do la Visibn. Misibn y abjolivos inslilucionalos. 

I 3.1.2. Rosponsabilidad por planifiwcibn. Eslo laclor ovallia la responsabiiidad por cl cargo para la planificaci6n a corto o modiano plsro. Considora 
1 ol lip. variedad, cornplojidad do la planificacibn raqucrida y ol pariodo cubicrto por lor planos. 

I 3.1.3. Rosponsabilidad par docisionos quo aloclan 10s caslos. Considora a1 grado on quo las docisionos puodon afochr 10s costor, los proclos, la 
calidad do lor sowicios, ol mmtonimionlo do !as b u m s  ronlcionas can lor usuarios. 

I 3.1.4. Rosponwbilidad por conllclos con ollos. Eslo laclor loma on cuonla 01 grad0 do ralacionamionlo roquorido con ol publico uruario. laclo y buon 
1 crilorio on nogociacionos o influanciar y ol buon lmlo roquoiido para con 10s subilllornos. 

13.1.8. Carnplojidsd de ias larcas a roalirane. 

3 

3.1 9. Responwbilidad por ol manejo do dalos confidoncialcs ylo lidodignos. 

3.1.10. Riosgos inovitabios. Eslo factor mido riosgos llsicos inhoronlfs a1 cargo. 

3.1 .I 1. Rosponsabilidad por cl rnanojo do dinora do la insliluci6n. 

3.1.5. Rosponsabilidad por 01 tipo y la forma do supawisibn. 

3.1 b. Rosponsabilidad por 01 nimoro do ornploado; suporvisados. 

3.1.7. Conocirnientos requoridos para ei cargo. 

3.1.12. Rosponsabilidad par ol buon us0 y conso~aci6n do bicnos do la inslitucibn. 

3.1.13. Rosponsabilidad par la oml i lud dot kabajo. 



CONSEJO DE SALUD RURAL ANDINO 

GERENCIA DE RECURSOS HUMANOS 

.uxiliar 
:esponsable 
e sector 

rornotor 
lstitucional 

Rol v Carqa de trabaio 
i.l.l. Conocimientos requeridos para el cargo. 

i.1.2. Complejidad de las tareas a realizarse. 

L1.3. Responsabilidad por contactos con otros. (Aut. Comunales, Educa- 
tivas, otras ONG's, Iglesia). 

i.1.4. Responsabilidad por el manejo de dinero de la institucih. 

1.1:5. Riesgos inevitables. Este factor mide 10s riesgos fisicos inherentes al cargo 

1.1.5. Riesgos inevitables. Este factor mide 10s riesgos fisicos inherentes a1 cargo. 

t.1.6. Responsabilidad por el manejo de datos confidenciales ylo fidedignos y exactos. 

1.1.7. Responsabilidad por el buen uso y conservation de bienes de la instituci6n. 



CONSEJO DE SALUD RURAL ANDINO 

OERENCIA DE RECURSOS HUMANOS 

Conductor 

Portero. 

i 

2 5.1.1. Conocimientos requeridos para el cargo. 

2 5.1.2. Complejidad de las tareas a realizarse. 

5.1.3. Riesgos inevitables. Este factor mide 10s riesgos fisicos inherentes a1 cargo. 

5.1.4. Responsabilidad por el buen uso y conservacibn de bienes de la instituci6n. 

5.1.5. Responsabilidad por contactos con otros. 

5.1.6. Responsabilidad por el manejo de datos confidenciales, tidedignos ylo exactos. 


